
Section II – State Planning Steps 

Provide an overview of the State's behavioral health prevention, early identification, treatment, and 

recovery support systems. Describe how the public behavioral health system is currently organized at the 

State, intermediate and local levels differentiating between child and adult systems. This description 

should include a discussion of the roles of the SSA, the SMHA and other State agencies with respect to the 

delivery of behavioral health services. States should also include a description of regional, county, and 

local entities that provide behavioral health services or contribute resources that assist in providing the 

services. The description should also include how these systems address the needs of diverse racial, ethnic 

and sexual gender minorities as well as youth who are often underserved. 

I.  Overview of State Behavioral Health System 

 

 

II. Organization of the Utah Public Behavioral Health System 
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a. State level organization—Utah Department of Human Services 

The  Department  of  Human  Services  Director  is  a  member  of  the  Governor’s  Cabinet  Council  along  with  all  

other  department  heads.  The  Department  of  Human  Services  is  one  of  the  largest  departments  in  Utah’s  

State government and consists of the following service offices and divisions:  

• Division of Substance Abuse and Mental Health    

• Division of Aging & Adult Services (programs supported under the Older Americans Act and Adult 

Protective Services) 

• Division of Services for People with Disabilities (persons with developmental delays, mental retardation 

and traumatic brain injuries) 

• Division of Child & Family Services (child welfare) 

• Division of Juvenile Justice Services (youth corrections) 

• Office of Recovery Services (child support enforcement) 

• Office of Public Guardian (guardian/conservator services for vulnerable adults) 

• Office of Licensing (for all public and private human service provider agencies within Utah) 

 

Coordination is a major emphasis in the Department, and this is accomplished through several means. The 

various division and office directors meet monthly to discuss interagency issues and resolve 

interdepartmental conflicts. 

Additionally there are numerous working groups and committees that meet to coordinate specific programs 

and initiatives that cross division and office boundaries.   

b.   Intermediate and local organization - Utah State Division of Substance Abuse and Mental Health and 

the local behavioral health authorities 

The Utah Division of Substance Abuse and Mental Health (DSAMH) is authorized under Utah State Code 

Annotated §62A-15-103 as the single state authority for mental health and substance abuse in Utah. Utah 

Statutes  require  that  the  DSAMH  “… set policy for its operation and for programs funded with state and 

federal  money…establish,  by rule, minimum standards for local substance abuse authorities and local mental 

health  authorities…develop  program  policies,  standards,  rules,  and  fee  schedules  for  the  division…”(Utah 

Code  Title  62A,  Chapter  15,  Section  105  “Authority  and  Responsibilities”)      and  that  the  DSAMH  “…contract 

with local substance abuse authorities and local mental health authorities to provide a comprehensive 



continuum  of  services  in  accordance  with  division  policy,  contract  provisions,  and  the  local  plan…”      (Utah 

Code 62A-15-103.      “Division  -- Creation – Responsibilities”).     

The DSAMH carries out its statutory obligations by contracting with Local Substance Abuse and Mental 

Health Authorities for the delivery of Behavioral Health services. The DSAMH distributes federal and state 

funds through contracts, and monitors Local Authorities to ensure compliance with statutory mandates and 

contracted services. Contracting requirements, monitoring and oversight, rule writing, interagency 

coordination, and technical assistance are used to influence and guide systems of care. The DSAMH also 

provides leadership and coordination with other state agencies, the state legislature and advocacy groups.  

 

The Director of the DSAMH serves as the SSA and SMHA, and as such oversees the provision of Behavioral 

Health Services in the State.  The Director of the DSAMH is supported by an Assistant Director of Mental 

Health  and  an  Assistant  Director  of  Substance  Abuse.    Utah’s  DSAMH,  and  the  Utah  public  behavioral  health  

system operates under the official  mission  statement  of  “Hope  and  Recovery”  and we are guided by the 

following key principles: 

Quality services, programs, and systems promote individual and community wellness. 

 

Education enhances understanding of prevention and treatment of substance abuse services. 

 

Leadership understands and meets the needs of consumers and families. 

 

Partnerships with consumers, families, providers and local/state authorities are strong. 

 

Accountability in services and systems that is performance focused and fiscally responsible.  

 

Utah  State  Statute  specifically  mandates  the  Local  Substance  Abuse  Authorities  (LSAA)  provide  a  “continuum  

of  services  for  Adolescents  and  Adults”  aimed  at  substance  abuse  prevention  and  treatment.    It  also  requires  

Local Mental Health Authorities  (LMHA)  to  provide  ten  mandatory  services.    Thus,  Utah’s  Substance  Abuse  

and Local Mental Health Authorities, under the direction of the County Governments, are given the 

responsibility to provide substance use disorder and mental health services to their citizens. Funding to 

provide required federal and state services is a combination of CMHS and SAPT block grant funds, State 

General Funds, County matching funds (20 percent), and other State and Federal funds. State and federal 



funds are allocated to Local Authorities through a formula which takes into account the percent of the 

state's population residing within the county's boundaries and a rural differential.  Each county is required 

to provide at least a 20% match on all state general funds.  The majority of general and county matching 

funds are used to meet Medicaid match requirements.  

As authorized in statute, the 29 counties in Utah have organized themselves into 13 Local Authorities.  (See 

attached diagram)  Also by Statute, each local authority is statutorily required to submit an Area Plan 

annually that is approved by the DSAMH. Area Plans, submitted in May of each year, describe the Local 

Authority’s  plan  to  provide  services  for  the  coming  Fiscal  Year  and  how  Federal  and  State  requirements  will 

be met.  Plans are based on statutory requirements and a DSAMH Directive that is provided each year to the 

local authorities shortly after the Legislative Session ends in March.  The current DSAMH Directives are 

located at:  http://www.dsamh.utah.gov.   Contracts with the Local Authorities and funding allocations are 

approved only after the Area Plans have been approved by the DSAMH Director.  It should be noted that 

changes to State contracts require a minimum of four months lead time to ensure approval from the 

required reviewing authorities.   

Area plans describing what services will be provided with state, federal and county funds are developed and 

submitted to the DSAMH.  These become the foundation of contracts between the DSAMH and each of the 

Local  Authorities.  Utah’s  public  Behavioral  Health  system  for  child,  youth/adolescent  and  family  services  has  

the same organizational structure as the adult system.  Local Authorities are required to outline in their area 

plan how they are planning to provide mental health and substance abuse treatment and prevention 

services to this population as well as the adult population. 

Generally, a Local Substance abuse and/or Mental Health Authority is the governing body of a county (i.e. a 

commissioner or council member).  Many counties have joined together under inter-local agreements to 

create a single Local Authority where one commissioner representing each county holds a seat on the 

governing board.  Services are delivered through contracts with local providers, in most cases, a combined 

Community Substance Abuse and Mental Health Center, and in compliance with statue, administrative rule, 

and under the administrative direction of the DSAMH.  In most areas short-term acute hospitalization is 

provided through contracts with local private hospitals.  Local Authorities set the priorities to meet local 

needs, but at a minimum must provide ten mandated mental health services and substance use disorder 

services.  

http://www.dsamh.utah.gov/


The ten mandated mental health and substance use disorder services a foundation for consumers who 

qualify for services to receive a large array of care options and treatment modalities.  These mandated 

services are delivered in a non-linier way, meaning consumers receive only the services they need and want 

without being forced into a single point of entry, one size fits all system.  Due to funding limitations, those 

who are not eligible for Medicaid do not generally have access to this full range of services. 

 

 

 



The Utah State Hospital provides statewide inpatient mental health services.   It is a 24-hour psychiatric 

facility located in Provo, Utah and is organized as a part of the DSAMH.  The State Hospital currently 

provides active psychiatric treatment for 252 adult patients and has the capacity to provide active 

psychiatric treatment for 72 children. Patients must be actively experiencing symptoms of severe and 

persistent mental illness to qualify for services, and are placed through a civil commitment or forensic 

commitment. The State Hospital is accredited by the Joint Commission and certified for Medicare/Medicaid 

reimbursement by the Center for Medicare & Medicaid Services.  

State statute allocates all pediatric and youth beds to the Local Mental Health Authorities, but the DSAMH is 

responsible for establishing a bed allocation formula, which is based on the percentage of state population 

within each Local Authority's catchment area and a rural differential. The Community Mental Health Centers 

monitor State Hospital treatment and provide follow-up care in the community. 

III.  Addressing  the  needs  of  Utah’s  diverse  racial,  ethnic  and  sexual  gender  minorities,  youth  and  the  

underserved  

 

One of greatest challenges to providing services to Utah residents is the distribution  of  the  state’s  

population. Utah is 84,900 square miles with urban, rural and frontier communities, and is currently one of 

the fastest growing states in the nation with population estimates to exceed 3.4 million persons by 2020.  

Utah is home to 5 federally recognized American Indian Tribes including the Ute, Navajo, Piute, Shoshone 

and Goshute people.  Our state is increasingly diverse in culture—minority populations have increased from 

2% to 20% of the total population during the past two decades and Utah’s  Hispanic  population  continues  to  

be the fastest growing community in the state.  Compared to national averages, our population is younger 

and lives longer, has a higher birth rate, and currently Utah averages the highest number of persons per 

household.  Due to the expanse of rural and frontier regions throughout Utah, some counties have joined 

together to provide services for their residents.   Consequently, there are 29 counties in Utah (including 19 

rural classified counties), and 13 local behavioral health authorities.  By legislative intent, with the exception 

of the Utah State Hospital, no substance abuse or community mental health center is operated by the State; 

the state does not provide clinical care for behavioral health.    

Native American populations reside on tribal lands in the Northeastern and Southeastern regions of the 

state; Federal, State, County and Native American jurisdictions are involved in providing services to this 

population.  Both of these areas are relatively remote with poor transportation and sparse populations, 

which  further  stretch  the  state’s  resources.    The  direct  planning  and  provision  of  services  is  the  responsibility  



of the Local Authorities in those areas, and the provision of services to Native American populations is a part 

of the annual contract review and audit.  Success in negotiating service agreements and coordinating 

services  is  often  an  issue  of  local  politics  and  personalities.    Utah’s  Department  of  Human  Services  has  

developed an intertribal council and signed a coordination/collaboration agreement with the various Native 

American tribal representatives supporting the need for planning and coordination at a state level.   

According  to  the  2011  US  Census,  Utah’s  adult  population  is  1.9  million.    The  2012  Utah Department of 

Health,  CDC  Behavioral  Risk  Factor  Surveillance  System  Report  (BRFFS)  found  that  22  percent  of  Utah’s  adult  

population suffers from a chronic health condition and high rates of co-occurring chronic physical and 

mental  illness  among  Utah’s  adult population.  This research indicates that adults with mental illness in Utah 

have an increased risk of having a co-occurring physical health condition.  Similarly, it indicates that adults in 

Utah with a chronic health conditions are at increased risk of a co-occurring mental health condition.  

Currently, the Utah Division of Substance Abuse and Mental Health (DSAMH) are working with the Utah 

Department of Health to assess the need and capacity for programming and creating integrated solutions to 

support this population.   

 

Much of the state of Utah is classified as either rural or frontier land.  Populations in living in these areas 

face economic limitations and geographic challenges that limit access to resources, services, and 

opportunities.  According to the USDA Economic Research Service, the average per-capita income for 

Utahans in 2009 was $31,584 although rural per-capita income lagged at $27,373. 2010 estimates indicate a 

poverty rate of 14.6% exists in rural Utah, compared to a 13.1% level in urban areas of the state.   Data from 

2010 US Census American Community Survey indicates rural populations have higher high school drop-out 

rates than urban populations (11.6% of the rural population has not completed high school, compared to 

9.1% of urban populations). The unemployment rate in rural Utah is at 7.6%, while in urban Utah it is at 6.6% 

(USDA-ERS,  2011).    Of  twenty  rural  hospitals  in  the  Utah,  as  of  2012,  fourteen  identified  a  “lack  of  access  to  

mental  health  services”  as  the  number  one  concern of their physicians and hospital administration.    

 

Although a relatively low number of adults use tobacco in Utah (9.1% compared to the national average of 

20.1%), a study by The Journal of the American Medical Association reported that 44.3 percent of all 

cigarettes in America are consumed by individuals who live with mental illness and/or substance abuse 

disorders. In Utah, sadly, we are at even greater risk than the national average: over 68% of individuals using 

tobacco has a diagnosed mental illness and/or substance use disorder (Utah Department of Health, 2010).  

In Utah, smoking claims the lives of more than 1,150 adults each year.   We know smoking exacerbates or 

http://jama.ama-assn.org/cgi/content/abstract/284/20/2606


causes nearly every chronic condition and contributes to Utah's primary causes of death including heart 

disease, respiratory disease, and cancer, especially in the disparate population of adults with serious mental 

illness.   

 

According to the National Association of State Mental Health Program Directors, people with mental illness 

die 25 years earlier on average than the general population, largely due to conditions caused or worsened 

by smoking.  Again, Utah has a higher rate than the national average with this identified population; in Utah, 

adults with serious mental illness die 27 years earlier on average than the general population.  We have 

taken the need for tobacco-cessation seriously, three years ago we successfully developed statewide 

tobacco-free policy (Recovery Plus) to create tobacco-free environments and implement effective tobacco-

cessation programming.  

 

Suicide was the leading cause of injury-related death and the third leading cause of hospitalizations for all 

ages in Utah from 2008-2010.  Suicide is the 2nd leading cause of death for Utah teens ages 15-19, and the 

4th leading cause of death for Utah adults ages 20-64. On average: 

• 22 Utah teens ages 15-19 die from suicide each year;  

• two Utah teens ages 15-19 are treated in the emergency department or hospitalized every day because 

of suicide attempts;  

• 319 Utah adults ages 20-64 die from suicide each year;  

• eight Utahans 20-64 years of age are treated in the emergency department or hospitalized every day 

because of suicide attempts;  

• 35 Utahans 65 years and older die from suicide each year; and 

• 1 Utahan 65 years or older is treated in the emergency department or hospitalized every week because 

of a suicide attempt.  

 

Utah's suicide rate has been consistently higher than the U.S. rate for the last decade. A recent CDC study 

found that Utah had the highest prevalence of suicidal thoughts among adults in the nation (U.S 

Surveillance Summaries, October 21, 2011 / 60(SS13); 1-22). Additionally, Utah has the 8th highest adult 

suicide rate in the U.S., the 12th highest teen suicide rate in the U.S., and the 14th highest older adult 

suicide rate in the U.S.  

 



The 2009 Utah Disease/Risk Factor Integration Matrix, developed with support from the National Center for 

Health Statistics provided a grim report of the quality of life for individuals living with multiple chronic 

conditions in Utah.  This report analyzed the prevalence of chronic diseases and chronic disease risk factors 

for the adults in Utah.  It showed that Utahans who have a serious mental illness also have higher rates of 

arthritis, asthma, and hypertension that are significantly than the general population.  Furthermore, adults 

with serious mental illness in Utah have excessively high rates of poor nutrition, smoking, obesity, and over 

66 percent of this population does not engage in regular physical activity.  In addition to the Wellness 

Directive implemented in 2005, which requires public behavioral healthcare providers to monitor weight 

and screen for primary health conditions such as diabetes, Utah is committed to making SAMHSA-HRSA’s  

Whole Health Wellness and Resiliency model readily available to our local authorities throughout the state 

to support the development of integrated primary and behavioral health services.    The Whole Health 

Wellness and Resiliency model is intended to provide person-centered goal setting support to consumers, 

primary care providers, and behavioral health providers as they develop treatment goals that address the 

"whole person" and promote prevention through resiliency. 

 

DSAMH has numerous past successes in improving community outcomes, and we have learned a few 

lessons along the way too.  One of the best recent examples is the Recovery Plus initiative,  Utah’s  statewide  

policy to address the need for tobacco-cessation which has successfully created policy and programming to 

help people stop using tobacco.  Utah now requires all campuses and treatment facilities to be smoke-free, 

has initiated tobacco-cessation coaching and the Utah Quit Net, and launched a successful awareness 

campaign to connect people with resources to stop using tobacco.  Much of this work was accomplished in 

partnership with the Department of Health and with the support of the Local Authorities.  Although there 

was some strong initial criticism of tobacco-free policy in the state, outcomes for tobacco cessation indicate 

that Recovery Plus is a strong and valuable program.  Through partnership with Department of Health 

Leadership team, stigma and bias about smoking is being corrected through collaborative efforts with the 

media, policy change, and ongoing public awareness efforts.    

 

Another promising example of past successes in improving community outcomes is the work DSAMH 

Prevention Specialists have engaged in with the Communities That Care Model, a coalition-based prevention 

operating system that uses a public health approach to prevent adverse experiences such as violence, 

delinquency, depression, anxiety, and substance abuse.  Utah now has 17 communities using the CTC model 

and key findings indicate a significant reduction in youth substance use and delinquency.  Trusting the past 



success of the CTC model, the DSAMH mental health team, prevention team, and children youth and 

families team recently collaborated to create a shared funding opportunity for the local community to 

conduct a statewide data-driven needs and strengths assessment to support local authorities in developing 

key relationships to address the most urgent needs in their regions.   

 

Tracking Progress in Treatment Goals 

Measuring  patient  outcomes  is  essential  to  Utah’s  plan  for  transforming  the  public  mental  health  care  

system. The implementation of science and progress in treatment is a priority.  The Division requires all 

publicly funded community mental health and substance abuse providers to utilize a statewide system for 

assessing and measuring patient outcomes.  OQ-HS® created by OQ Measures, automates the 

administration and reporting on the adult Outcome Questionnaire® (OQ®). This instrument is recognized as 

one of the leading outcome tracking methodologies for quantifying and evaluating the progress of 

behavioral health therapy, and has been widely adopted by a variety of behavioral and other health care 

service organizations.  OQ Measures is working on an enhancement that will help track symptom relief and 

progress towards meeting person-centered planning objectives.  Block Grant funds are planned to 

supplement this project which provides treatment providers, authorities, and administrators with an 

important tool for scientifically measuring progress towards recovery.  

 

Step 3&4 Priority Area and Annual Performance Indicators 

Steps 3&4 

State Priority Goals  

State Priority 1:  Plan for and implement Health Care Reform (HCR).   

Goal A:  Improve coordination of Mental Health and Substance Abuse Services with other Human 
Service and Health Agencies and align services to provide for expanded use of Medicaid and private 
insurance.    

 

Populations:  All 

 

Strategies: 



1.  Participate in all Legislative, Departmental, Provider Association  and interagency Health Care 
Reform Committee meetings and initiatives.  

2.  Participate and provide leadership to Department of Human Services Committees and 
workgroups developing policy and procedures for integrating Behavioral Health care with other 
health care services.  

3.  Participate and provide leadership in legislative, Department of Health (DOH) and other 
partners and interagency workgroups revising Medicaid reimbursement plans and policies.  

4.  Participate in all SAMHSA meetings on Health Care Reform initiatives.   

5.  Provide recommendations to the Director of the Department of Human Services (DHS) on 
policy, statute and rule changes needed to prepare the DHS for implementation of Health Care 

6.  In coordination with DHS and DOH agencies and private Behavioral Health Care providers, 
develop procedures to expand Medicaid coverage to additional qualified providers.   

7.  Participate and provide leadership in workgroups with DOH and other state partners in 
revising Medicaid reimbursement plans and policies.  

  

Indicator: Numbers of individuals receiving SUD services funded by Medicaid and insurance. 

Base Line:  in FY 2012 17% of individuals were funded by Medicaid or other insurance.   

1st year objective:  FY 14:  25% 

2nd Year Objective:  FY 15:  40% By June 30, 2014 

Source of DATA:  TEDS and Agency reports 

Remarks:    Utah’s  governor  has  not  yet  decided  on  the  option  of  expanding  Medicaid  and  will  not decide 
until late September 2013.  It is considered highly unlikely that Utah will opt for expansion in 2014, but it 
is possible that the expansion will be implemented in FY 2015.   

  

 

State Priority 2:  Plan for and implement Wellness and Recovery Oriented Systems of Care principles 

for persons with mental health and/or substance use disorders. 

Goals:   

a) Expand the continuum of care to include early interventions and long term support of recovery.  
Populations: ALL 



 

Strategies:  

1. As SAPTBG funds become available through the expansion of other payment options, Utah will 
expand ATR type vouchers to provide RSS services  

2. Work through the UBHC Data, Financial and Clinical committees to expand the state Substance 
Abuse and Mental Health Information System (SAMHIS) to allow for tracking of clients outside of 
the TEDS data system in order to provide recovery support services prior to admission and after 
discharge from an episode of acute treatment.   

3. Continue to work with SAMHSA to modify NOMS and TEDS to reflect and support a Recovery 
Oriented System of Care.   

 

Indicator:  Number of Local Authorities using of Vouchers to provide Recovery Support Services to 

SUD Priority Populations. 

 

Base Line:  2012:  Vouchers used to provide services in three Local Authorities 

1st Year Objective:  FY 14:  Four Local Authorities using Voucher Systems  

2nd Year Objective:  FY 15:  Six Local Authorities using Voucher Systems  

Source of DATA:  Annual Reports and LA Area Plans 

Comments:  This is conditional on expansion of funding and retention of SAPT funds for RSS.   

 

Indicator:    Use  of  “Limited  Treatment”  code  in  SAMHIS  to  provide  RSS  outside  of  the  TEDS  episode  of  
acute Care 

 

Base Line:  FY 2012:  No Local Authorities using.   

1st Year Objective:  FY 14 Three Local Authorities using code for RSS outside of TEDS episode.  

2nd Year Objective:  FY 15:  Six Local Authorities using code for RSS outside of TEDS episode.. 

Source of DATA:  Annual Reports and LA Area Plans 

 

Goal B:  Improve use of data to evaluate treatment and prevention systems and guide improvements 
and changes.    



 

Populations:  All 

 

Strategies:  

1. Work through the UBHC Data, Financial and Clinical committees to expand the state Substance 
Abuse and Mental Health Information System (SAMHIS) to allow for tracking of clients outside of 
the TEDS data system in order to provide recovery support services prior to admission and after 
discharge from an episode of acute treatment.   

2. Improve the utility of Prevention Data by developing an alternative tracking system that will also 
provide input to SAMHIS.  

3. Develop a Prevention Scorecard to better measure achievement of Prevention goals and 
objectives.  

Indicators:  Inclusion of RSS services and pre and post treatment episode of care data in SA and 

Mental Health Score Cards. 

 

Base Line:  See current Scorecards at:  www.dsamh.utah.gov 

1st year:  FY 14:  Two measures for RSS services on scorecards 

2nd year:  FY 15:  Targets for RSS measures included in Division Directives and used for monitoring 
reports.   

Source of Data:  SAMHIS; Audit Reports; Division Directives; Agency Reports.   

 

State  Priority  3:    Expand  children’s  and  adolescent  Mental  Health  and  Substance  Abuse  prevention  
and treatment services.   

 

Goals A: Reduce life time and 30 day marijuana use for 8th, 10th, and 12th grades through education, 
awareness and referrals prevention programs.  

Strategies:  

Indicators:  Life Time and 30 day marijuana use data  

Base Line: FY 12:   

1
st

 Year:  FY 14 

2
nd

 Year:  FY 15 

http://www.dsamh.utah.gov/


Source of Data.  Sharp Survey and Local Authority Reports 

Comments:   

 

Goal B:  Reduce underage drinking,. 

Population:  SUD 

Strategies:  

1. Through Collaboration with partner agencies, develop a comprehensive strategy to: 
a. Reduce availability through compliance.   
b. Delay time of first use and 30 day use.  

2. Provide education and awareness to parents of youth within focus population 
Indicators:   

Base Line: FY 11 www.dsamh.utah.gov/docs/State%20of%20Utah%20Profile%20Report.pdf 

1st Year:  FY 14  Reduce use by 10 % 

2nd Year:  FY 15 Maintain reduction 

Source of Data:  Sharp Survey and BRFS Data 

Comments:  SHARP survey only done every two years.   

 

State Priority 4:  Reduce prescription drug abuse through collaboration with state and local agencies, 

provide education and awareness to communities.   

 

Populations:  All SUD Clients 

 

Goal A:  Reduce prescription drug abuse through collaboration with state and local agencies, provide 

education and awareness to communities  

 

Strategies:  

1. Include information and education on Prescription Drug abuse in all Division sponsored and 
supported conferences and trainings.  

2. Participate and provide prevention and treatment expertise in the Department of Health and 
DEA Prescription Drug Committees.  



3. Assist prevention prepared communities in addressing Prescription Drug abuse in their 
communities as appropriate.   

4. Provide information about the benefits of medication assisted therapies to support recovery for 
opiate and alcohol related admissions.   

 

Indicator: Reduction of Admissions for opiates.   

Base Line:  FY 12:  21.2% 

1st Year:  FY 14:  20% 

2nd Year: FY 15:  19% 

 

State Priority 5:  Build infrastructure of prevention prepared communities through SAPST certification 

and CTC implementation to prioritize prevention risk factors and focus resources on reducing 

substance and mental health .  

 

Populations:  All SUD and MH 

 

Strategies:   

1. Engage citizens to find solutions to substance abuse problems in their communities through 
research and evidence based programming. 

2. Train LSAA and their staff including coalition members and volunteers in SAPST curriculum as 
needed.  

3. Train LSAA and their staff in the CTC model of prevention.  
4. Increase the number of trained prevention professionals in the CTC and subsequent coalitions 

each year  
Indicator:  Number of CTC 

Baseline:  2012: Need a number        :            

1st Year:  2014:  Increase by 25% 

2nd Year:  2015: Increase by 45% 

Data Source:  Area Plans; Monitoring reports 

Review of Local Authority reports and Area 

Plans  



 

State Priority 6:  Provide Services for the following priority populations: 

a) Persons who are intravenous drug users (IDU). 
b) Women who are pregnant and have a substance use and/or mental disorder. 

c) Parents with substance use and /or mental disorders who have dependent children 
d) Individuals with tuberculosis. 
e) Children with serious emotional disturbances (SED) and their families.  
f) Adults with Serious Mental Illness (SMI).   

 

 

Goal B:  Provide Services for persons who are intravenous drug users (IDU)  

Population:  IVDUs 

Strategies:  

1. Contract with Local Authorities for services as per statute 
2. Include Block Grant requirements in Local Authority contracts.   

Indicator:  Compliance with Contract Requirements 

Base Line:  FY 2012:  Two local authorities had findings, discrepancies or comments regarding services to 
Priority Population 

1st year:  FY 14:  No more than one local authority has a finding, discrepancy or comment on their annual 
site visit audit regarding services to priority populations.  

2nd year:  FY 15:  No more than one local authority has a discrepancy or comment on their annual site 
visit report regarding services to priority populations.   

Source of Data:  Division Reports. 

  

 

Goal B:  Provide Services for women who are pregnant and have a substance use and/or mental 
disorder. 

Population:  SUD; PWWDC: SED 

1. Contract with Local Authorities for services as per statute 
2. Include Block Grant requirements in Local Authority contracts.   

Indicator:  Compliance with Contract Requirements 



Base Line:  FY 2012:  Two local authorities had findings, discrepancies or comments regarding services to 
Priority Population 

1st year:  FY 14:  No more than one local authority has a finding, discrepancy or comment on their annual 
site visit audit regarding services to priority populations.  

2nd year:  FY 15:  No more than one local authority has a discrepancy or comment on their annual site 
visit report regarding services to priority populations.   

Source of Data:  Division Reports. 

  

 

Goal C:  Provide Services for parents with substance use and or mental disorders who have dependent 
children.   

Population:  PWWDC; SUD; SED 

Strategies:  

1. Contract with Local Authorities for services as per statute 
2. Include Block Grant requirements in Local Authority contracts.   
3. Contract with Local Authorities for services as per statute 
4. Include Block Grant requirements in Local Authority contracts.   

Indicator:  Compliance with Contract Requirements 

Base Line:  FY 2012:  Two local authorities had findings, discrepancies or comments regarding services to 
Priority Population 

1st year:  FY 14:  No more than one local authority has a finding, discrepancy or comment on 
their annual site visit audit regarding services to priority populations.  

2nd year:  FY 15:  No more than one local authority has a discrepancy or comment on their 
annual site visit report regarding services to priority populations.   

Source of Data:  Division Reports. 

  

Goal D:  Provide Services for individuals with tuberculosis 

Population:  TB 

Strategies:  

1. Contract with Local Authorities for services as per statute 
2. Include Block Grant requirements in Local Authority contracts.   



3. Coordinate with Department of Health for coordinated services.   
Indicator:  Compliance with Contract Requirements 

Base Line:  FY 2012:  Two local authorities had findings, discrepancies or comments regarding services to 
Priority Populations 

1st year:  FY 14:  No more than one local authority has a finding, discrepancy or comment on 
their annual site visit audit regarding services to priority populations.  

2nd year:  FY 15:  No more than one local authority has a discrepancy or comment on their 
annual site visit report regarding services to priority populations.   

Source of Data:  Division Reports. 

  

Goal E:  Provide Services for children with serious emotional disturbances (SED) and their families.  

Population:  SED 

Strategies:  

1. Contract with Local Authorities for services as per statute 
2. Include Block Grant requirements in Local Authority contracts.   

Indicator:  Compliance with Contract Requirements 

Base Line:  FY 2012:  Two local authorities had findings, discrepancies or comments regarding services to 
Priority Population 

1st year:  FY 14:  No more than one local authority has a finding, discrepancy or comment on 
their annual site visit audit regarding services to priority populations.  

2nd year:  FY 15:  No more than one local authority has a discrepancy or comment on their 
annual site visit report regarding services to priority populations.   

Source of Data:  Division Reports. 

  

  

Goal F:  Provide Services for adults with serious mental illness (SMI)   

Population:  SMI  

Strategies:  

1. Contract with Local Authorities for services as per statute 
2. Include Block Grant requirements in Local Authority contracts.   



Indicator:  Compliance with Contract Requirements 

Base Line:  FY 2012:  Two local authorities had findings, discrepancies or comments regarding services to 
Priority Population 

1st year:  FY 14:  No more than one local authority has a finding, discrepancy or comment on their annual 
site visit audit regarding services to priority populations.  

2nd year:  FY 15:  No more than one local authority has a discrepancy or comment on their annual site 
visit report regarding services to priority populations.   

Source of Data:  Division Reports. 

  

  

State Priority 7:  Develop a plan to improve services to the following populations within the state:  

a) American Indian;  
b) Military personnel and their families;  
c) Individuals with mental and or substance abuse disorders who live in rural areas or who are 

homeless; and  
d) Underserved racial, ethnic and LGBTQ populations.   

 

Population: SUD; SMI; SED; Other 

Strategies:   

1. Provide ongoing education through Generations, U of U June School and Fall Substance Abuse 
Conferences on cultural competence and special populations. 

2. Focus on services to appropriate special populations during site visits to local authorities.  
3. Participate in councils representing special populations when BH issues are involved.  (DHS 

Tribal  Council;  Veteran’s  Councils;  Legislative  Committee  on  Veteran’s  affairs)   
4. Include representatives of special populations in educational planning committees.   
5. Review Local Authority Area Plans for emphasis on planning for special populations.   

 

Indicator:  Admissions by special populations 

Base Line:  2012 TEDS admission data for each population 

1st Year:  Improve admissions and retention for each of the populations where data is available.   

2nd  year:  Improve admissions and retention by 10% over baseline.   

Source of Data:  TEDS 



Comments:  Some populations are not reported by TEDS, nor are there accurate ways to measure or 
collect the data.  An example is LGTBQ admissions are not collected, or asked for.  Nor would they be 
reliable figures, especially in frontier areas of the state.  Likewise, Tribal status is not reported and data 
about veterans status in notoriously inaccurate.   

 

 

  



Section IV Block Grant Narrative 

C. Coverage M/SUD Services    

Beginning in 2014, Block Grant dollars should be used to pay for (1) people who are uninsured and (2) 

services that are not covered by insurance and Medicaid. Presumably, there will be similar concerns at the 

state-level that state dollars are being used for people and/or services not otherwise covered. States (or 

the Federal Marketplace) are currently making plans to implement the benchmark plan chosen for QHPs 

and their expanded Medicaid programs (if they choose to do so). States should begin to develop strategies 

that will monitor the implementation of the Affordable Care Act in their states. States should begin to 

identify whether people have better access to mental and substance use disorder services. In particular, 

states will need to determine if QHPs and Medicaid are offering mental health and substance abuse 

services and whether services are offered consistent with the provisions of MHPAEA. 

At this time, Utah is still determining whether or not they want to participate in the optional adult Medicaid 

Expansion.  The Governor has indicated he will make a decision sometime in late September and the funding 

to move forward with this program would need to be approved by the State Legislature, which will convene 

in late January of 2014.  

 

Utah has received approval from the US Department of Health and Human Services (HHS) to operate a 

“bifurcated”  Health  Insurance  Exchange  (Marketplace). This means that the Utah will have a federally 

operated Individual Marketplace and a State operated small business Marketplace.  The State small business 

Marketplace,  is  currently  in  operation,  and  is  known  as  Avenue  H.  Additionally,  as  a  part  of  the  “bifurcated”  

model, Utah was given authority to maintain regulatory authority of Qualified Health Plans (QHP) on both 

the federal and state marketplace. This means that the Utah Department of Insurance will be responsible for 

the certification of QHPs on both the federal and state marketplaces.  

 

During the 2013 Interim Legislative Session, Utah selected its Essential Health Benefit (EHB) benchmark plan.  

This plan was approved by HHS, despite it not meeting all of the requirements of the Affordable Care Act 

(ACA).    Specifically,  the  EHB  Utah  selected  does  not  meet  the  ACA’s  standards  for  ensuring  mental  health  

parity for substance use disorder and mental health benefits and it does not meet the standards established 

for child pediatric vision and dental benefits. The Utah Department of Insurance has acknowledged that the 

selected plan does not meet mental health parity requirements and have indicated that during the 



certification process of QHPs they intend to enforce parity, but have not offered specifics on how they will 

achieve parity.  

 

Due to the uncertainty that these issues create, many of the answers provided will be conditional and 

subject to change.   

 

Please answer the following questions: 

 

1. Which services in Plan Table 3 of the application will be covered by Medicaid or by QHPs on January 1, 

2014? 

 

The Utah Division of Substance Abuse and Mental Health (DSAMH) intends to use SAPT and MH block grant 

funding to pay for services not covered by private and/or public insurers.  The DSAMH estimates that over 

80 percent of the individuals currently being served in the public Substance Use Disorder treatment system 

and over 95 percent of individuals currently served in the public Mental Health treatment system would 

qualify for the Medicaid Expansion in the Affordable Care Act (ACA).  If Utah chooses to expand access to 

Medicaid then the DSAMH anticipates shifting block grant funding to Recovery Support Services, early 

screening and intervention services, and to cover gaps in funding for individuals who are not yet enrolled in 

Medicaid or other third party insurance. If the state chooses to not expand access to Medicaid, then SAPT 

and MH block grant funding will be used as they currently are, to provide services to the priority populations 

and provide the bulk of non Medicaid services in the public system.  

 

The DSAMH continues to work with the Utah Legislature and other state agencies to ensure that the 

Essential Health Benefits (EHB) plan selected by the state meets the requirements of mental health parity. 

The EHB selected by the state does not currently meet parity requirements and we are working with the 

Utah Department of Insurance to determine how to best enforce those requirements during the 

certification of Qualified Health Plans (QHP).   

 

 

2. Do you have a plan for monitoring whether individuals and families have access to M/SUD services 

offered through QHPs and Medicaid? 

 



The Local Authorities are statutorily required to plan for and provide the Substance Use Disorder (SUD) and 

Mental Health (MH) Services in Utah. As a result, the Local Authorities are responsible for monitoring 

whether individuals and families have access to SUD and MH services offered through Qualified Health Plans 

and Medicaid. The Utah Division of Substance Abuse and Mental Health will work to the Local Authorities to 

ensure that individuals are enrolled and receiving the appropriate level of care.  

 

 

3. Who in your state is responsible for monitoring access to M/SUD services by the QHPs? Briefly describe 

their monitoring process? 

 

The Utah Department of Insurance (DOI) is responsible for the certification of all Qualified Health Plans 

(QHP) in the state of Utah.  The deadline for QHPs to submit applications to the DOI was the end of June, 

and the review process of these applications has begun.  The Division of Substance Abuse and Mental Health 

(DSAMH) has notified the DOI that the Essential Health Benefits plan selected by the state does not meet 

mental health parity requirements.  The DOI is working on establishing a process for enforcing parity among 

QHPs in Utah.  

 

4. Will the SMHA and/or SSA be involved in reviewing any complaints or possible violations or MHPAEA? 

 

The Utah Division of Substance Abuse and Mental Health (DSAMH) anticipates receiving complaints from the 

Local Authorities and clients on violations of MHPAEA.  The DSAMH does not have authority to directly 

address complaints, so it will be necessary for us to partner with the Department of Insurance (DOI) on 

addressing these issues. The DSAMH would like to establish a process with the DOI to address these 

complaints, but at this point a formal process has not yet been established. 

  

 

5. What specific changes will the state make in what is bought given the coverage offered in the state's 

EHB package? 

 

Behavioral health services are provided through cost based reimbursement contracts that exist between the 

Utah Division of Substance Abuse and Mental Health (DSAMH) and the Local Authorities. The DSAMH does 

not currently purchase any specific services.  The DSAMH does require the local authorities provide specific 



services, which are outlined in Utah Statute 62A-15 (http://le.utah.gov/UtahCode/section.jsp?code=62A-15) 

and 17-43 (http://le.utah.gov/UtahCode/section.jsp?code=17-43).  These services are further expanded 

upon in Administrative Rule (http://ww.rules.utah.gov/publicat/code/r523/r523.htm). These require that 

the  Local  Authorities  provide  10  mandated  mental  health  services  and  a  “continuum  of  services”  for  

treatment of Substance Use Disorders (SUD). As other funding sources such as Medicaid and Qualified 

Health Plans (QHP) cover the basic required services, the DSAMH will direct that the Local Authorities shift 

state and federal funds portions of the continuum of services not covered by insurance. This will be done 

through additions to the DSAMH directives and monitored through the Local Authorities success in 

implementing those directives through their annual Area Plans.    

  

http://le.utah.gov/UtahCode/section.jsp?code=62A-15
http://le.utah.gov/UtahCode/section.jsp?code=17-43
http://ww.rules.utah.gov/publicat/code/r523/r523.htm


D. Affordable Insurance Marketplace  

Health Insurance Marketplaces (Marketplaces) will be responsible for performing a variety of critical 

functions to ensure access to desperately needed behavioral health services. Outreach and education 

regarding enrollment in QHPs or expanded Medicaid will be critical. SMHAs and SSAs should understand 

their state's new eligibility determination and enrollment system, as well as how insurers (commercial, 

Medicaid, and Medicare plans) will be making decisions regarding their provider networks. States should 

consider developing benchmarks regarding the expected number of individuals in their publicly-funded 

behavioral health system that should be insured by the end of FY 2015. In addition, states should set 

similar benchmarks for the number of providers who will be participating in insurers' networks that are 

currently not billing third party insurance. 

QHPs must maintain a network of providers that is sufficient in the number and types of providers, 

including providers that specialize in mental health and substance abuse, to assure that all services will be 

accessible without unreasonable delay. Mental health and substance abuse providers were specifically 

highlighted in the rule to encourage QHP issuers to provide sufficient access to a broad range of mental 

health and substance abuse services, particularly in low-income and underserved communities. 

Please answer the following questions:  

 

1. How will the state evaluate the impact that its outreach, eligibility determination, enrollment, and re-

enrollment systems will have on eligible individuals with behavioral health conditions?   

Requested section, state is not addressing.  

 

2. How will the state work with its partners to ensure that the Navigator program is responsive to the 

unique needs of individuals with behavioral health conditions and the challenges to getting and keeping 

the individuals enrolled? 

Requested section, state is not addressing.  

 

3. How will the state ensure that providers are screening for eligibility, assisting with enrollment, and 

billing third party Medicaid, the CHIP, QHPs, or other insurance prior to drawing down Block Grant dollars 

for individuals and/or  services? 

Requested section, state is not addressing.  



 

4. How will the state ensure that there is adequate community behavioral health provider participation in 

the networks of the QHPs, and how will the state assist its providers in enrolling in the networks?   

 

Currently all of the providers that are contracted with the DSAMH are eligible for Medicaid reimbursement 

and are working to expand their participation in other insurance plans.  The DSAMH is also working on 

partnering with the Utah Department of Insurance to provide education to providers on mental health 

parity and working with third party payers. The DSAMH will continue to stay involved in conversations with 

the advocates, the Department of Insurance, and the legislature with regards to QHPs network adequacy 

standards and work to ensure that providers who contract with the DSAMH are also contracting with willing 

QHPs.  

 

5. Please provide an estimate of the number of individuals served under the MHBG and SABG who are 

uninsured in CY 2013. Please provide the assumptions and methodology used to develop the estimate.  

 

Seventeen percent of SUD clients currently receiving treatment are covered by Medicaid. Ninety percent of 

the remaining population is uninsured (approximately 13,000 individuals in FY 12).    Most of the clients 

served in the Mental Health Centers are covered by Medicaid, but it is estimated that at least 15 percent of 

current clients are currently uninsured.   

 

6. Please provide an estimate of the number of individuals served under the MHBG and SABG who will 

remain uninsured in CY 2014 and CY 2015. Please provide the assumptions and methodology used to 

develop the estimate.  

 

This depends totally on whether or not Utah adopts a Medicaid expansion (ME).  If Utah moves forward with 

ME, it is anticipated that by 2015, the number of individuals not insured will mirror the Massachusetts 

experience.  Initially they found that 20-30% of individuals seeking SUD/MH services were uninsured at 

admission.  Given that figure we anticipate that approximately 4500 SUD clients and 8000 MH clients will be 

uninsured at admission.  We anticipate that the numbers of uninsured will drop dramatically from close to 

100% of SUD clients and non SPMI MH clients in FY 13 through FY 14 to reach the percentage of clients  

 



7. For the providers identified in Table 8 -Statewide Entity Inventory of the FY 2012 MHBG and SABG 

Reporting Section, please provide an estimate of the number of these providers that are currently 

enrolled in your state's Medicaid program. Please provide the assumptions and methodology used to 

develop the estimate.  

 

Currently 100% of the providers that are contracted with the Division are eligible for Medicaid 

reimbursement and are working to expand their participation in other insurance plans.   

It is not an estimate.   

 

8. Please provide an estimate of the number of providers estimated in Question 7 that will be enrolled in 

Medicaid or participating in a QHP. Provide this estimate for FY 2014 and a separate estimate for FY 2015, 

including the assumptions and methodology used to develop the estimate. 

  

All of the providers that the DSAMH works with are eligible for Medicaid reimbursement.  QHPs are still in 

the process of certifying with the Utah Department of Insurance and at this point it is uncertain how many 

of them have chosen to include providers in the public health system in their networks.  

 

  



E. Program Integrity  

The Affordable Care Act directs the Secretary of HHS to define EHBs. Non-grandfathered plans in the 

individual and small group markets both inside and outside of the Marketplaces, Medicaid benchmark 

and benchmark-equivalent plans, and basic health programs must cover these EHBs beginning in 2014. On 

December 16, 2011, HHS released a bulletin indicating the Secretary's intent to propose that EHBs be 

defined by benchmarks selected by each state. The selected benchmark plan would serve as a reference 

plan, reflecting both the scope of services and any limits offered by a "typical employer plan" in that state 

as required by the Affordable Care Act. 

SMHAs and SSAs should now be focused on two main areas related to EHBs: monitoring what is covered 

and aligning Block Grant and state funds to compensate for what is not covered. There are various 

activities that will ensure that mental and substance use disorder services are covered. These include: (1) 

appropriately directing complaints and appeals requests to ensure that QHPs and Medicaid programs are 

including EHBs as per the state benchmark; (2) ensuring that individuals are aware of the covered mental 

health and substance abuse benefits; (3) ensuring that consumers of substance abuse and mental health 

services have full confidence in the confidentiality of their medical information; and (4) monitoring 

utilization of behavioral health benefits in light of utilization review, medical necessity, etc. 

States traditionally have employed a variety of strategies to procure and pay for behavioral health 

services funded by the SABG and MHBG. State systems for procurement, contract management, financial 

reporting, and audit vary significantly. SAMHSA expects states to implement policies and procedures that 

are designed to ensure that Block Grant funds are used in accordance with the four priority categories 

identified above. Consequently, states may have to reevaluate their current management and oversight 

strategies to accommodate the new priorities. They may also be required to become more proactive in 

ensuring that state-funded providers are enrolled in the Medicaid program and have the ability to 

determine if clients are enrolled or eligible to enroll in Medicaid. Additionally, compliance review and 

audit protocols may need to be revised to provide for increased tests of client eligibility and enrollment. 

States should describe their efforts to ensure that Block Grant funds are expended efficiently and 

effectively in accordance with program goals. In particular, states should address how they will 

accomplish the following: 

1. Does the state have a program integrity plan regarding the SABG and MHBG? 



2. Does the state have a specific staff person that is responsible for the state agency's program integrity 

activities? 

3. What program integrity activities does the state specifically have for monitoring the appropriate use of 

Block Grant funds? Please indicate if the state utilizes any of the following monitoring and oversight 

practices: 

a. Budget review; 

b. Claims/payment adjudication; 

c. Expenditure report analysis; 

d. Compliance reviews; 

e. Encounter/utilization/performance analysis; and 

f. Audits. 

At this time, Utah is still determining whether or not they want to participate in the optional adult Medicaid 

Expansion.  The Governor has indicated he will make a decision sometime in late September and the funding 

to move forward with this program would need to be approved by the State Legislature, which will convene 

in late January of 2014.  

 

Utah has received approval from the US Department of Health and Human Services (HHS) to operate a 

“bifurcated”  Health  Insurance  Exchange  (Marketplace).  This  means  that  the  Utah  will  have  a  federally  

operated Individual Marketplace and a State operated small business Marketplace.  The State small business 

Marketplace,  is  currently  in  operation,  and  is  known  as  Avenue  H.  Additionally,  as  a  part  of  the  “bifurcated”  

model, Utah was given authority to maintain regulatory authority of Qualified Health Plans (QHP) on both 

the federal and state marketplace. This means that the Utah Department of Insurance will be responsible for 

the certification of QHPs on both the federal and state marketplaces.  

 

During the 2013 Interim Legislative Session, Utah selected its Essential Health Benefit (EHB) benchmark plan.  

This plan was approved by HHS, despite it not meeting all of the requirements of the Affordable Care Act 



(ACA).    Specifically,  the  EHB  Utah  selected  does  not  meet  the  ACA’s  standards  for  ensuring  mental  health  

parity for substance use disorder and mental health benefits and it does not meet the standards established 

for child pediatric vision and dental benefits. The Utah Department of Insurance has acknowledged that the 

selected plan does not meet mental health parity requirements and have indicated that during the 

certification process of QHPs they intend to enforce parity, but have not offered specifics on how they will 

achieve parity.  

 

Due to the uncertainty that these issues create, many of the answers provided will be conditional and 

subject to change.   

 

1. Does the state have a program integrity plan regarding the SABG and MHBG?   

Yes 

 

2. Does the state have a specific staff person that is responsible for the state agency's program integrity 

activities? 

Yes 

 

3. What program integrity activities does the state specifically have for monitoring the appropriate use of 

Block Grant funds? Please indicate if the state utilizes any of the following monitoring and oversight 

practices:  

a. Budget review: Yes 

b. Claims/payment adjudication:  Yes we deal with complaints 

c. Expenditure report analysis: Yes  

d. Compliance reviews:  Yes 

e. Encounter/utilization/performance analysis:  Yes 

f. Audits:  Yes 



4. How does the state ensure that the payment methodologies used to disburse funds are reasonable and 

appropriate for the type and quantity of services delivered?  

The Utah Division of Substance Abuse and Mental Health (DSAMH) conduct yearly audit visits of each local 

authority. These audits allow the DSAMH to review billing documents, compare service costs between 

similar providers (rural and urban), and compare outcome data, per client costs and client satisfaction 

surveys  and  complaints.    Additionally,  these  annual  audits  allow  the  DSAMH  to  assess  each  local  authority’s  

compliance with federal and state requirements, prescribed billing practices and accounting procedures, 

clinical practice guidelines and procedures, and with requirements for clinical documentation. Finally, the 

annual audit allows the DSAMH to interview local authority clients, review Client Satisfaction Surveys and 

evaluate outcome measures to assess the effectiveness of the program.  

5. How does the state assist providers in adopting practices that promote compliance with program 

requirements, including quality and safety standards?  

There are numerous ways the Utah Division of Substance Abuse and Mental Health (DSAMH) assists 

providers in adopting best practices that promote compliance with program requirements.  During yearly 

audit visits to the each local authority the DSAMH conducts compliance checks and provides technical 

assistance on improving procedures and practices.  Additionally, the DSAMH sponsors a number of 

statewide training conferences the provide regular training opportunities to providers including—the 

Generations Conference, the Fall Substance Abuse Conference, and het Utah Valley Addictions Conference. 

Additionally, the DSAMH holds semi annual meetings of the Utah Behavioral Health Care Committee that 

includes meetings with agency directors, clinical directors, finance directors, and data/information systems 

directors. Finally, the DSAMH conducts an annual training of our Division Directives, which allows the 

DSAMH to highlight any changes to existing requirements or new requirements the local authorities are 

expected to meet during the upcoming year. Once the Division Directive is presented to the local 

authorities, they submit an annual Area Plan outlining how each local authority plans on meeting DSAMH 

requirements and the plans are reviewed and approved by DSAMH leadership.  

6. How will the state ensure that Block Grant funds and state dollars are used to pay for individuals who 

are uninsured and services that are not covered by private insurance and/or Medicaid? 

This is currently monitored through the audit process explained above.  Audit teams consist of 

administrative, financial and clinical staff from the Utah Division of Substance Abuse and Mental Health 

(DSAMH).  Additionally, as stated earlier, contracts with the Local Authorities are cost reimbursement 



contracts, and services for clients with Medicaid, Medicare, and other insurance are billed separately to 

those agencies.   

SAMHSA will review this information to assess the progress that states have made in addressing program 

integrity issues and determine if additional guidance and/or technical assistance is appropriate. 

F. Use of Evidence in Purchasing Decisions  

SAMHSA is interested in whether and how states are using evidence in their purchasing decisions, 

educating policymakers, or supporting providers to offer high quality services. In addition, SAMHSA is 

concerned with what additional information is needed by SMHAs and SSAs in their efforts to continue to 

shape their and other purchasers decisions regarding mental health and substance abuse services. 

SAMHSA is requesting that states respond to the following questions: 

SAMHSA is requesting that states respond to the following questions:  

1) Does your state have specific staff that are responsible for tracking and disseminating information 

regarding evidence-based or promising practices? 

Yes, the Utah Division of Substance Abuse and Mental Health (DSAMH) employees a Program Administrator 

for each of the following areas—Substance Use Disorder (SUD) treatment services, Adult Mental Health 

Services,  Children’s  Mental  Health  Services,  Access  to  Recovery  Services,  and  SUD  Prevention  services.  Each  

Program Administrator is responsible for researching evidence based practices and providing training to 

providers; as well as supporting and monitoring the implementation of statewide evidence based practices. 

Additionally, each Program Administrator works to expand the use of EBPs that the Local Authorities choose 

to implement in their own areas based on their assessment of need and effectiveness of the EBP to meet 

those needs.   

2) Did you use information regarding evidence-based or promising practices in your purchasing or policy 

decisions?   

The Utah Division of Substance Abuse and Mental Health (DSAMH) is primarily a pass through agency that 

contracts with Local Authorities on a cost reimbursement basis.  Planning for providing direct services is the 

responsibility of the Local Authority.  Although the DSAMH does use information regarding evidence-based 

or promising practices in our policy decisions and in setting requirements for the Local Authorities.  



a) What information did you use?  

The Utah Division of Substance Abuse and Mental Health (DSAMH) uses multiple sources to inform our 

policy decisions on evidence based practices.  These include, but are not limited to the following:  

 Documents published and distributed by SAMHSA; 

 SAMHSA’s  National  Registry  of  Evidence-based Programs and Practices (NREPP); 

 Prevention’s  Planning  Process; 

• Practices shared by Local Substance Abuse and Mental Health Authorities through the Utah Behavioral 

HealthCare Clinical committee; 

 Research from other sources (AATOD, CESAR Fax, NIDA, NIAA, NASADAD, NASMHPD, etc); and  

 Practice Guidelines developed collaboratively with the Local Authorities.   

 

b) What information was most useful?  

Each of the above sources has strengths and weakness and all are useful.   

 

3) How have you used information regarding evidence-based practices? 

a) Educating State Medicaid agencies and other purchasers regarding this information? 

b) Making decisions about what you buy with funds that are under your control? 

As established by Utah state statute, the Division of Substance Abuse and Mental Health (DSAMH) is not 

authorized to purchase direct services. As a result information on evidence-based practices is not used by 

the DSAMH in purchasing decisions.  However, we do disseminate information on evidence-based practices 

to educate providers, consumers, partners, and administrators and develop specific policies in our contracts 

that local authorities must adhere to.   

  



G. Quality  

Up to 25 data elements, including those listed in the table below, will be available through the Behavioral 

Health Barometer which SAMHSA will prepare annually to share with states for purposes of informing the 

planning process. The intention of the Barometer is to provide information to states to improve their 

planning process, not for evaluative purposes. Using this information, states will select specific priority 

areas and develop milestones and plans for addressing each of their priority areas. States will receive 

feedback on an annual basis in terms of national, regional, and state performance and will be expected to 

provide information on the additional measures they have identified outside of the core measures and 

state barometer. Reports on progress will serve to highlight the impact of the Block Grant-funded services 

and thus allow SAMHSA to collaborate with the states and other HHS Operating Divisions in providing 

technical assistance to improve behavioral health and related outcomes. 

 Prevention Substance Abuse 

Treatment 

Mental Health Services 

Health Youth and Adult Heavy 

Alcohol Use-Past 30 Day 

Reduction/No Change in 

substance use past 30 

days 

Level of Functioning 

Home Parental Disapproval of 

Drug Use 

Stability in Housing Stability in Housing 

Community Environmental 

Risks/Exposures to 

prevention Messages 

and/or Friends 

Disapproval 

Involvement in Self-Help Improvement/Increase in 

quality/number of supportive 

relationships among SMI 

population 

Purpose Pro-Social Connections 

Community Connections 

Percent in TX employed, 

in school, etc -TEDS 

Clients w/SMI or SED who are 

employed, or in school 

 

1) What additional measures will your state focus on in developing your State BG Plan (up to three)?   

See scorecards below.  



2) Please provide information on any additional measures identified outside of the core measures and 

state barometer. 

See score cards below.  

3) What are your states' specific priority areas to address the issues identified by the data? 

Utah’s  priority  in  Substance  Use  Disorder  (SUD)  treatment  and  prevention  is  to  expand  the  continuum  of  

care to include early identification and intervention, increasing the availability of recovery support services, 

and  relapse  prevention  services  to  support  long  term  recovery.    Utah’s  Mental  Health  priorities  are  to  

expand services past the traditional Medicaid population, as well as to improve the range of employment 

and recovery services available.  An additional priority for both SUD and Mental Health Services is to reduce 

the impact of stigma on the ability of individuals to seek out and utilize treatment services and to improve 

the availability of services to support those individuals in their recovery.   

 

4) What are the milestones and plans for addressing each of your priority areas? 

The Utah Division of Substance Abuse and Mental Health (DSAMH) anticipate that achieving these priorities 

will take three to five years.  There will be many challenges in achieving these priorities including the nature 

of the behavioral health care system in Utah, variation in the Local Authorities priorities as defined by 

County Governments, and the nature of the DSAMH priorities.  These priorities are focused more on cultural 

changes rather than practice changes, making it difficult to establish a statewide schedule.  Additionally, 

reducing stigma requires changing attitudes of employers, landlords, administrators, government officials 

and the public; as well as changing the attitudes of the current behavioral health workforce.  



 

 



 

 







 

 

 

 

 

 

 



H. Trauma  

In order to better meet the needs of those they serve, states should take an active approach to addressing 

trauma. Trauma screening matched with trauma-specific therapies, such as exposure therapy or trauma-

focused cognitive behavioral approaches, should be used to ensure that treatments meet the needs of 

those being served. States should also consider adopting a trauma-informed care approach consistent 

with SAMHSA's trauma-informed care definition and principles. This means providing care based on an 

understanding of the vulnerabilities or triggers of trauma survivors that traditional service delivery 

approaches may exacerbate so that these services and programs can be more supportive and avoid being 

traumatized again. 

In December, the Utah Department of Human Services (DHS) conducted a two day training/Planning 

Session with Dr. Stephanie Covington designed to be the first step towards adopting Trauma Informed 

Care Principles across all DHS Divisions including— The Division of Substance abuse and Mental Health 

(DSAMH), Division of Child and Family Services (DCFS), Division of Juvenile Justice Services (JJS), and the 

Division of Services for People with Disabilities (DSPD).  DHS anticipates that this will become an ongoing 

process and that these trainings/planning sessions will continue for the foreseeable future. Additionally,   

the  DHS  is  undertaking  a  broad  Systems  of  Care  Integration  Project  lead  by  the  DHS’s  Director  and  the  

Division Directors, the Trauma Informed Care Initiative has been rolled into that initiative.   

Please answer the following questions: 

1. Does your state have any policies directing providers to screen clients for a personal history of trauma? 

As  part  of  the  DHS’s  System  of  Care  initiative,  the  DSAMH  is  in  the  process  of  planning  a  statewide  system  

training and planning session for Mental Health and Substance Use Disorder providers to:  

a. Improve trauma awareness in the provider network; 

b. Plan for ways to implement trauma informed care across the state system; and  

c. Begin a long term systemic transformation to a trauma informed, recovery oriented, gender 

responsive and culturally competent system of care. 

This will be the first step of a process that is estimated to take at least three years. It is envisioned that Dr. 

Covington or her staff will be utilized in at least one of the initial trainings with the Local Authority Directors 



and their key clinical staff.  Implementation after that will be based on plans developed by each local 

authority.   

2. Does the state have policies designed to connect individuals with trauma histories to trauma-focused 

therapy?   

In addition to the process outlined above, for the past four years the DSAMH has conducted a statewide 

training for clinicians to improve their ability to identify and treat trauma.  This has included trainings on 

TREM,  Stephanie  Covington’s  trauma  informed  care,  Seeking  Safety,  and  trauma  informed  care  for  veterans.    

The DSAMH will continue to conduct these trainings into the foreseeable future.  The DSAMH also 

anticipates offering multiple workshops and keynote speakers on the topic of trauma informed care at our 

2013 Fall Conference.  Key note speakers include Tonier Cain and William Killebrew.  Finally, the DSAMH has 

invited Dr. Stephanie Covington to present at our Drug Court Conference in October 

3. Does your state have any policies that promote the provision of trauma-informed care? 

See Above.   

4. What types of evidence-based trauma-specific interventions does your state offer across the life-span? 

See Above.   

5. What types of trainings do you provide to increase capacity of providers to deliver trauma-specific 

interventions? 

See Above.   

  



I. Justice  

The SABG and MHBG may be especially valuable in supporting care coordination to promote pre-

adjudication or pre-sentencing diversion, providing care during gaps in enrollment after incarceration, and 

supporting other efforts related to enrollment. 

Communities across the United States have instituted problem-solving courts, including those for 

defendants with mental and substance abuse disorders. These courts seek to prevent incarceration and 

facilitate community-based treatment for offenders, while at the same time protecting public safety. 

There are two types of problem-solving courts related to behavioral health: drug courts and mental health 

courts. In addition to these behavioral health problem-solving courts, some jurisdictions operate courts 

specifically for DWI/DUI, veterans, families, and reentry, as well as courts for gambling, domestic violence, 

truancy, and other subject-specific areas. 
42,43

 Rottman described the therapeutic value of problem-solving 

courts: Specialized courts provide a forum in which the adversarial process can be relaxed and problem 

solving and treatment processes emphasized. Specialized courts can be structured to retain jurisdiction 

over defendants, promoting the continuity of supervision and accountability of defendants for their 

behavior in treatment programs. Youths in the juvenile justice system often display a variety of high-risk 

characteristics that include inadequate family support, school failure, negative peer associations, and 

insufficient utilization of community-based services. Most adjudicated youth released from secure 

detention do not have community follow-up or supervision; and therefore, risk factors remain 

unaddressed.
44

 

A true diversion program takes youth who would ordinarily be processed within the juvenile justice 

system and places them instead into an alternative program. States should place an emphasis on 

screening, assessment, and services provided prior to adjudication and/or sentencing to divert persons 

with mental and/or substance use disorders from correctional settings. States should also examine 

specific barriers such as lack of identification needed for enrollment; loss of eligibility resulting from 

incarceration; and care coordination for individuals with chronic health conditions, housing instability, 

and employment challenges. Secure custody rates decline when community agencies are present to 

advocate for alternatives to detention. 

At this time, Utah is still determining whether or not they want to participate in the optional adult Medicaid 

Expansion.  The Governor has indicated he will make a decision sometime in late September and the funding 



to move forward with this program would need to be approved by the State Legislature, which will convene 

in late January of 2014.  

 

Utah has received approval from the US Department of Health and Human Services (HHS) to operate a 

“bifurcated”  Health  Insurance  Exchange  (Marketplace).  This  means  that  the  Utah  will  have  a  federally  

operated Individual Marketplace and a State operated small business Marketplace.  The State small business 

Marketplace,  is  currently  in  operation,  and  is  known  as  Avenue  H.  Additionally,  as  a  part  of  the  “bifurcated”  

model, Utah was given authority to maintain regulatory authority of Qualified Health Plans (QHP) on both 

the federal and state marketplace. This means that the Utah Department of Insurance will be responsible for 

the certification of QHPs on both the federal and state marketplaces.  

 

During the 2013 Interim Legislative Session, Utah selected its Essential Health Benefit (EHB) benchmark plan.  

This plan was approved by HHS, despite it not meeting all of the requirements of the Affordable Care Act 

(ACA).    Specifically,  the  EHB  Utah  selected  does  not  meet  the  ACA’s  standards  for  ensuring  mental  health  

parity for substance use disorder and mental health benefits and it does not meet the standards established 

for child pediatric vision and dental benefits. The Utah Department of Insurance has acknowledged that the 

selected plan does not meet mental health parity requirements and have indicated that during the 

certification process of QHPs they intend to enforce parity, but have not offered specifics on how they will 

achieve parity.  

 

Due to the uncertainty that these issues create, many of the answers provided will be conditional and 

subject to change.   

 

Currently DSAMH contracts with the 13 local authorities to provide treatment in 44 certified drug courts, 

where state funds are allocated to provide treatment, drug testing, and case management services.  The 

Administrative Office of the Courts also receives funding for court costs.  Additionally, some of our local 

authorities partner with mental health courts in their region, although neither the DSAMH nor the local 

authorities provide any direct funding to this program.  

The DSAMH is working to change current Medicaid rules so that individuals who are jailed or in treatment 

will not have their Medicaid eligibility revoked, but only have it suspended, so that it is available 

immediately upon release from incarceration.  The DSAMH will continue to work to simplify rules so that 

coverage is as seamless as is possible.   



In accordance with Utah Code 17-43, the Counties are responsible for planning for and providing services to 

their  population,  “including  substance  abuse  needs  and  services for individuals incarcerated in a county jail 

or  other  county  correctional  facility”.    Because  of  that,  the  services  provided  to  inmates  vary  with  the  

priorities of each county government and their designated local substance abuse and mental health 

authorities.  All Local Authorities provide some services for individuals within the criminal justice system 

(CJS); however, the individuals in the CJS requiring services are greater than the resources available to the 

local authorities to provide those services.   

By state statute any individual who is charged with a Driving under the influence (DUI) of drugs or alcohol is 

required to receive a screening prior to their case being adjudicated.  If the screening indicates the 

likelihood of a SUD, then a full assessment is required.  If no SUD is present, then Prime for Life education is 

required.  If an SUD is present, then the sentence will include an order to complete the treatment 

recommended by the assessment.   

The DSAMH has a long history of cooperation with the Department of Corrections and with the 

Administrative Office of the Courts to provide services through a variety of programs aimed at the criminal 

justice population.  These include Drug Courts, Drug Boards, Mental Health courts, the Drug Offender 

Reform Act, technical assistance to the prison treatment system, and close cooperation between the local 

authorities and their local County Sheriffs.   

The  Division  provides  scholarships  to  The  Utah  Generation’s  conference  and  Fall  Substance  Abuse  

Conference to individuals in the criminal justice profession.  The Fall Substance Abuse Conference has an 

entire track dedicated to the treatment of individuals involved in the criminal justice system.  Additionally, 

the Division hosted a Drug Court conference in 2012 and plans an additional conference in 2013, to educate 

drug court personnel on the latest information and evidence on effective treatment in a drug court setting.   

  



J. Parity Education  

SAMHSA encourages states to take proactive steps to improve consumer knowledge about parity. As one 

plan of action states can develop communication plans to provide and address key issues. SAMHSA is in a 

unique position to provide content expertise to assist states, and is asking for input from states to address 

this position. 

Please answer the following questions:  

1. How will or can states use their dollars to develop communication plans to educate and raise 

awareness about parity? 

The Utah Division of Substance Abuse and Mental Health (DSAMH) will continue to use the administrative 

portion of the behavioral health care block grant funds to work with other state agencies to ensure that 

parity is well understood and the importance of including behavioral health care services in any state plan.  

During the past year, DSAMH staff have met on an almost weekly basis with Legislative Committees, Local 

Authority Directors and staff, other state agencies, county officials and other public partners to educate and 

advocate for full parity for behavioral health care services.  Due to the active and vocal involvement by the 

DSAMH in these forums, the decision to adopt the state benchmark plan was made with the knowledge that 

it did not meet parity requirements.  There is clearly awareness at the state executive and legislative level of 

the requirements, but along with other parts of the implementation process, the state is awaiting further 

guidance.   

2. How will or can states coordinate across public and private sector entities to increase awareness and 

understanding about benefits (e.g., service benefits, cost benefits, etc.?  

DSAMH will continue to use the administrative portion of the behavioral health care block grant funds to 

educate all public and private sector entities on mental health parity.  

3. What steps and processes can be taken to ensure a broad and strategic outreach is made to the 

appropriate and relevant audiences that are directly impacted by parity? 

The DSAMH continues to educate state and local partners on mental health parity.  SAMHSA can assist these 

efforts by ensuring that the US Department of Health and Human Services issues clear guidance on how 

states should implement parity legislation and ensure Qualified Health Plans are compliant with parity 

requirements.   



  



K. Primary and Behavioral Health Care Integration Activities  

Numerous provisions in the Affordable Care Act and other statutes improve the coordination of care for 

patients through the creation of health homes, where teams of health care professionals will be rewarded 

to coordinate care for patients with chronic conditions. States that have approved Medicaid State Plan 

Amendments (SPAs) will receive 90 percent Federal Medical Assistance Percentage (FMAP) for health 

home services for eight quarters. At this critical juncture, some states are ending their two years of 

enhanced FMAP and returning to their regular state FMAP for health home services. In addition, many 

states may be a year into the implementation of their dual eligible demonstration projects. 

At this time, Utah is still determining whether or not they want to participate in the optional adult Medicaid 

Expansion.  The Governor has indicated he will make a decision sometime in late September and the funding 

to move forward with this program would need to be approved by the State Legislature, which will convene 

in late January of 2014.  

 

Utah has received approval from the US Department of Health and Human Services (HHS) to operate a 

“bifurcated”  Health  Insurance  Exchange  (Marketplace).  This  means  that  the  Utah  will  have  a  federally  

operated Individual Marketplace and a State operated small business Marketplace.  The State small business 

Marketplace,  is  currently  in  operation,  and  is  known  as  Avenue  H.  Additionally,  as  a  part  of  the  “bifurcated”  

model, Utah was given authority to maintain regulatory authority of Qualified Health Plans (QHP) on both 

the federal and state marketplace. This means that the Utah Department of Insurance will be responsible for 

the certification of QHPs on both the federal and state marketplaces.  

 

Please answer the following questions: 

1. Describe your involvement in the various coordinated care initiatives that your state is pursuing? 

The Utah Division of Substance Abuse and Mental Health (DSAMH) has promoted a focus on health and 

recovery in both Substance Use Disorder (SUD) and Mental Health (MH) services for at least five years.  As 

such, the DSAMH leadership has been at the table for virtually every meeting regarding integrating 

expanding health care and implementing health care reform.  The DSAMH has spearheaded efforts in 

legislative meetings to include behavioral health care in all plans for expansion, if in fact the state decides to 

expand Medicaid.   



2. Are there other coordinated care initiatives being developed or implemented in addition to 

opportunities afforded under the Affordable Care Act? 

The Division has worked closely with the Department of Health (DOH) on several issues during the past five 

years.  Those issues include Prescription Drug overdoses, Fetal Alcohol Syndrome, Drug Endangered 

Children, and most recently, Tobacco Cessation.  (see question 4 below).   

Most recently the Division and the DOH met to review opportunities to collaborate on other health related 

issues that affect both BH and Physical Health care providers.  There is significant energy towards 

coordinating our efforts towards reducing the impact of co-occurring chronic health care conditions on both 

systems through coordinated care.  Likewise, there is a statewide effort by the DOH and partner agencies to 

apply for an innovations grant to implement further integration activities.   

3. Are you working with your state's primary care organization or primary care association to enhance 

relationships between FQHCs, community health centers (CHC), other primary care practices and the 

publicly funded behavioral health providers?  

Yes, the Division has provided training at both the state level and local level on integrating behavioral health 

care with primary health care, and two of the Local Authorities have already established pilot programs.  

Due to the statutory requirements that the Division must comply with, Local Authorities are the key 

agencies in the decision to initiate new processes and programs.  The state is providing, and will continue to 

provide education, encouragement, and support to new initiatives that the local authorities have developed.  

The  state  has  limited  authority  to  mandate  new  programs,  and  due  to  the  diverse  nature  of  the  state’s  

population and geography, state wide mandates need to be carefully considered.  Where establishment of a 

health care clinic inside the Local  Authority’s  main  office  makes  sense  in  Weber  Human  Services,  that  

provides services to a county of 234,000, it makes much less sense in Sevier County, with a Population or 

21,000 and three times the area 

4. Describe how your behavioral health facilities are moving towards addressing nicotine dependence on 

par with other substance use disorders. 

In 2009, the Division began a partnership with the Department of Health to implement tobacco free policies 

in all publicly funded SUD and MH facilities.  Dubbed “Recovery  Plus”,  the  program  set  out  a  three  year  plan  

for all agencies to become Tobacco Free by March 2013.  The three year plan included and assessment 

phase, an education and policy development phase, and an implementation phase.  While it has not yet 



been fully implemented in all areas of the state, the requirement is that all publicly funded programs have 

policies in place.  There are two requirements that were the backbone of the program:  first, that no 

individual be denied services because of their tobacco use, and secondly, that all individuals be given 

assistance in quitting their tobacco use.   

More information about Recovery Plus can be found at http://recoveryplus.utah.gov/. 

5. Describe how your agency/system regularly screens, assesses, and addresses smoking amongst your 

clients. Include tools and supports (e.g. regular screening with a carbon monoxide (CO) monitor) that 

support your efforts to address smoking.  

“Recovery  Plus”  requires  that  tobacco  use be assessed at admission, and nicotine use be included in the 

diagnosis when appropriate.  Under a grant jointly administered by the DOH and DSAMH, several CO 

monitors were purchased and provided to agencies requesting them, and the DOH provided funding to 

purchase Nicotine Replacement Therapy supplies to assist individuals admitted to residential facilities while 

they  enrolled  in  Utah’s  Tobacco  Quit  Program.    More  information  about  Recovery  Plus  can  be  found  at  

http://recoveryplus.utah.gov/. 

6. Describe how your behavioral health providers are screening and referring for: 

a. heart disease, 

b. hypertension, 

c. high cholesterol, and/or 

d. diabetes. 

 

In 2008, the Division Directive for FY 2009 required that the Local Mental Health Authorities implement a 

“Wellness  Directive”  that  included  the  following  guidance:   

“The  division  has  embraced  two  guiding  principles  in  its  effort  to  promote  recovery: 

 Recovery includes WELLNESS; and  

 Overall health is essential to mental health. 

http://recoveryplus.utah.gov/
http://recoveryplus.utah.gov/


Because of the premature mortality rate of seriously mentally ill persons, 25 years earlier than non-mentally 

ill persons, include in your area plan the how you plan to incorporate physical health care issues in the overall 

treatment planning for adults.  

The following suggestions are taken from a report published by the National Association of State Mental 

Health Program Directors (MASMHPD) Medical Directors Council titled "Morbidity and Mortality in People 

with Serious Mental Illness," www.nasmhpd.org October 2006: 

 monitoring weight 

 diabetes screening 

 tobacco use 

 provide training for staff in recognizing health issues 

 the adoption of policies to ensure integration of mental health and physical health care 

 providing information to consumers on physical health concerns and ways to improve their physical 

health 

 how to incorporate wellness into individual person-centered plans 

 how the center will improve prevention, screening and treatment in context of better access to health 

care 

 identified a specific practitioner to be the responsible party to ensure that each person's medical health 

care  needs  are  being  addressed” 

 

This directive has remained in place since that time.  While the SUD services have been slower to adopt the 

guidance, largely due to the lack of medical personnel in the SUD provider network outside of the combined 

centers, the general approach to treating the whole person has long been an element of SUD assessment 

and treatment planning.   Across the state system, Recovery Plus has been promoted as part of the overall 

wellness approach to recovery planning, rather than a specific service.   

The 2014 Division Directive, the following language was included:   

Substance Use Disorder Treatment  

 vi. Wellness: a. Local Authorities will use a Holistic Approach to Wellness and will: 

1. Identify tobacco use in the assessment. 

2. Provide services in a tobacco free environment. 

http://www.nasmhpd.org/


3. Implement a protocol for identification and referral for screening and treatment of HIV, Hepatitis C 

and TB. 

4. Evaluate all clients who are opioid or alcohol dependent for the use of Medication Assisted 

Treatment. 

5. Provide training for staff in recognizing health issues. 

6. Provide information to clients on physical health concerns and ways to improve their physical health. 

7. Incorporate wellness into individual person centered Recovery Plans as needed. 

vii. Local Authorities will cooperate with efforts of the Division of Substance Abuse and Mental Health to 

promote integrated programs that address an individual's substance abuse, mental health, and physical 

healthcare needs, as described in UCA 62A-15-103 . 

Performance Measures  

g. Tobacco Cessation: Local Substance  Abuse  Authorities’  scorecard  will  show  that  the  percent  of  clients  who  

use  tobacco  will  decrease  from  admission  to  discharge.” 

 

Mental Health  

vi. Local Authorities will use a Holistic Approach to Wellness. Local Authorities must provide and as 

appropriate document the following:  

a. Monitor weight (and height for children).  

b. Provide or arrange for a diabetes screening, as indicated.  

c. Identify tobacco use in the assessment.  

d. Provide services in a tobacco free environment.  

e. Provide training for staff in recognizing health issues.  

f. Cooperate with efforts of the Division of Substance Abuse and Mental Health to promote 

integrated programs that address an individual's substance abuse, mental health, and physical 

healthcare needs, as described in UCA 62A-15-103.  

g. Provide information to clients on physical health concerns and ways to improve their physical 

health.” 

h. Incorporate wellness into individual Recovery Plans as needed.  

  



L. Health Disparities (Block Grant Guidance is in Blue) 

In the Block Grant application, states are routinely asked to define the population they intend to serve 

(e.g., adults with SMI at risk for chronic health conditions, young adults engaged in underage drinking, 

populations living with or at risk for contracting HIV/AIDS). Within these populations of focus are 

subpopulations that may have disparate access to, use of, or outcomes from provided services. These 

disparities may be the result of differences in insurance coverage, language, beliefs, norms, values, and/or 

socioeconomic factors specific to that subpopulation. For instance, Latino adults with SMI may be at 

heightened risk for metabolic disorder due to lack of appropriate in-language primary care services, 

American Indian/Alaska Native youth may have an increased incidence of underage binge drinking due to 

coping patterns related to historical trauma within the American Indian/Alaska Native community, and 

African American women may be at greater risk for contracting HIV/AIDS due to lack of access to 

education on risky sexual behaviors in urban low-income communities. 

While these factors might not be pervasive among the general population served by the Block Grant, they 

may be predominant among subpopulations or groups vulnerable to disparities. To address and ultimately 

reduce disparities, it is important for states to have a detailed understanding of who is being served or not 

being served within the community, including in what languages, in order to implement appropriate 

outreach and engagement strategies for diverse populations. The types of services provided, retention in 

services, and outcomes are critical measures of quality and outcomes of care for diverse groups. In order 

for states to address the potentially disparate impact of their Block Grant funded efforts, they will be 

asked to address access, use, and outcomes for subpopulations, which can be defined by the following 

factors: race, ethnicity, language, gender (including transgender), tribal connection, and sexual 

orientation (i.e., lesbian, gay, bisexual). 

In the space below please answer the following questions: 

1. How will you track access or enrollment in services, types of services (including language services) 

received and outcomes by race, ethnicity, gender, LGBTQ, and age? 

The Utah Division of Substance Abuse and Mental Health (DSAMH) collects extensive data on individuals 

receiving services throughout the state in the Substance Abuse and Mental Health Information System 

(SAMHIS).  Using data the data in SAMHIS the DSAMH can identify services by local authority, the typ of 

service provided, client demographics including—gender, race, ethnicity, and primary, secondary, and 



tertiary diagnosis. Currently the state does not collect information regarding sexual orientation or language, 

nor is it clear that attempting to collect information at the state level would result in accurate and usable 

information, especially in more rural areas.  

By Statute and Rule, the Counties, organized into Local Authorities, are responsible for planning for and 

providing services to their residents.  The local planning and control that results from this system allows the 

maximum flexibility for each area to determine the needs in their area and plan accordingly.  This allows San 

Juan County to focus on the Native American population on the Navaho Reservation; South West Behavioral 

Health Care to focus on the Hispanic population in St. George and the Native American groups in Cedar City; 

and Salt Lake County to provide diverse services to the extensive LGBTQ population that have found a haven 

there.    

In accordance with State Statute, each Local Authority has to submit an annual Area Plan outlining their plan 

to provide services.  This plan is based on their assessment of treatment needs in their area and their 

prioritization of programs to meet those needs.  The Area Plan is reviewed by the DSAMH staff for 

compliance with the Statutes, Rules, Contract Language, and the Annual Division Directives; if necessary, 

Area Plans are returned to the Local Authority for revision.   

During the annual Audits of each Local Authority, their operations are reviewed for compliance with their 

Area Plan as well as with contract and other Division requirements.  Of prime importance in both the review 

of the Area Plan and the audit of a Local  Authority’s  performance,  is  the  provision  of  services  to  the  specific  

population in their service area.  This is measured by a review of the data, as well as through interviews with 

clients and community partners.   

2. How will you identify, address and track the language needs of disparity-vulnerable subpopulations? 

The DSAMH does not have this capability at this time, and sees this primarily as a function of each local 

authority.   

3. How will you develop plans to address and eventually reduce disparities in access, service use, and 

outcomes for the above disparity vulnerable subpopulations? 

The DSAMH will continue to monitor Local Authorities compliance with the Division Directives and Contracts 

and monitor their area plans for these issues.    

4. How will you use Block Grant funds to measure, track and respond to these disparities? 



If Block Grant funds become available through the adoption of Medicaid expansion or other behavioral 

health funding becomes available, then the DSAMH will determine what funding is available to measure, 

track  and  respond  to  disparities  that  exist.    Currently,  Block  Grant  Funding  doesn’t  come  anywhere  near  the  

needed level to provide the services needed for mandated services.  

  



M. Recovery (Grant Guidance is in Blue) 

SAMHSA encourages states to take proactive steps to implement recovery support services. SAMHSA is in 

a unique position to provide content expertise to assist states, and is asking for input from states to 

address this position. To accomplish this goal and support the wide-scale adoption of recovery supports, 

SAMHSA has launched Bringing Recovery Supports to Scale Technical Assistance Center Strategy (BRSS 

TACS). BRSS TACS assists states and others to promote adoption of recovery-oriented supports, services, 

and systems for people in recovery from substance use and/or mental disorders. 

Indicators/Measures 

Please answer yes or no to the following questions: 

1. Has the state has developed or adopted (or is the state in the process of developing and/or adopting) a 

definition of recovery and set of recovery values and/or principles that have been vetted with key 

stakeholders including people in recovery?  

Yes, the Utah Division of Substance Abuse and Mental Health (DSAMH) is incorporating the concepts of 

Recovery into both mental health (MH) and substance use disorder (SUD) services for the past four years.  In 

2011 Peer Support Specialists (PSS) services were added to the State Medicaid Plan and the DSAMH began 

conducting quarterly MH PSS trainings.  In 2012, House Bill 496 was passed, which gave the DSAMH the 

authority to develop rules for a SUD Peer Support Specialist.  That rule has been developed (R523-2) and can 

be found at:  http://www.rules.utah.gov/publicat/code/r523/r523-002.htm  

In addition, the DSAMH formed an SUD Recovery Oriented System of Care (ROSC) Workgroup that has been 

meeting for the past three years to expand traditional clinical acute care SUD services into a true ROSC.  

That has been expanded to include the Performance Development Committee, the Clinical Committed and 

the  Finance  Director’s  committee  of  the  Behavioral  Health Care committee, which is the Provider 

Organization for the State.  This has been reinforced by workshops and presentations at the Utah Substance 

Abuse Fall conference for the past three years, where innovative practices that support Recovery Support 

Services and activities are highlighted.  Additionally, use of the Access to Recovery (ATR) funds has greatly 

expanded the ability of the DSAMH to provide Recovery Support Services.   

2. Has the state documented evidence of hiring people in recovery in leadership roles (e.g., in the state 

Office of Consumer Affairs) within the state behavioral health system? 

http://www.rules.utah.gov/publicat/code/r523/r523-002.htm


The  DSAMH  is  bound  by  State  statute  and  rule  on  hiring  practices,  so  formal  documentation  of  a  person’s  

Recovery status is not allowed as part of the hiring process.  However, this writer and over twenty percent 

of the DSAMH staff are in recovery themselves or have family members in recovery.  The DSAMH is currently 

recruiting for a Peer Support Program Manager, and due to the specific requirements for the position, 

additional points have been incorporated into the scoring for an individual who has either a personal or 

family related recovery history.   

3. Does the state's plan include strategies that involve the use of person-centered planning and self-

direction and participant-directed care?  

The DSAMH moved to a Person Centered Planning system in MH five years ago, and the SUD system has 

adopted the principles of person centered care and is in the process of changing the SUD Practice Guidelines 

to reflect person centered planning and individualized care.  For the past year, the DSAMH staff have been 

working with the Utah Behavioral Health Care Clinical Committee to develop principles to guide the 

documentation and practices around assessment, treatment planning and treatment. The Division Directive 

has this specific language included:   

i. Substance Abuse Treatment Local Authorities will provide services that comply with the following 

principles: 

a. Initial Engagement: (These principles are shared with Mental Health Treatment.) 

1. Focus is on the immediate/pertinent needs of the client. 

2. Clinician establishes rapport with clients. 

3. Clients can expect to gain something (relief, clarity, answers, hope) from the initial engagement 

session. 

4. Clinician’s  check  that  client’s  needs  are  being  met. 

5. Clinician’s  gather  and  document  relevant  information  in  an  organized  way. 

6. Clinicians make recommendations and negotiate with and respect the client. 

7. Ongoing Assessment: (These principles are shared with Mental Health Treatment). 

8. Assessment information is kept current. 

9. Clinicians  gather  comprehensive  relevant  assessment  information  based  on  the  client’s  concern  in  an  

ongoing manner as part of the treatment process. 

10. Assessment includes an ongoing focus on strengths and supports that aid in their recovery. 



11. Assessment includes identifying those things that motivate the client and how those motivations 

have been impeded by mental illness and/or addiction. 

12. Assessment information is organized coherently and available in a readable, printable format. 

c. Recovery Planning Principles: 

1. The client is involved in ongoing and responsive recovery planning. 

2. Plans  incorporate  strategies  based  on  the  client’s  motivations. 

3. Where possible, the plan represents a negotiated agreement. 

4. The plan is kept current and up to date. 

5. Short term goals/objectives are measureable, achievable and within a timeframe. 

6. Planning anticipates developing and maintaining independence. 

d. Treatment Principles: 

1. Treatment is individualized dynamic and adjusts according to feedback and concerns of the client 

2. Treatment is recovery focused and based on outcomes, sound practice and evidence. 

3. Family and other informal and natural supports are involved as approved by the client. 

4. Treatment is provided in a culturally competent, gender appropriate and trauma informed manner. 

4. Does the state's plan indicate that a variety of recovery supports and services that meets the holistic 

needs of those seeking or in recovery are (or will be) available and accessible? Recovery supports and 

services include a mix of services outlined in The Good and Modern Continuum of Care Service 

Definitions, including peer support, recovery support coaching, recovery support center services, supports 

for self-directed care, peer navigators, and other recovery supports and services (e.g., warm lines, 

recovery housing, consumer/family education, supported employment, supported employments, peer-

based crisis services, and respite care). 

The DSAMH has used the Access to Recovery (ATR) grant to expand services in three of the most populated 

counties, and to expand their use of contracted providers.  This has been expanded to the fourth most 

populated county, and the ATR Voucher system has also been adopted and funded by the Department of 

Corrections to provide Recovery  Support  Services  to  their  clientele.    This  has  assisted  the  state’s  ability  to  

move forward in treating addiction as a chronic illness, but the lack of funding for priority populations 

restricts the diversion of funds from primary treatment to Recovery Support Services.  The DSAMH is moving 

forward in expanding Peer Support Services, and has provided support through contracts to both the Utah 



Chapter of NAMI and to Utah Support Advocates for Recovery Awareness (USARA) to provide education and 

recovery support services to clients and their families.   

5. Does the state's plan include peer-delivered services designed to meet the needs of specific 

populations, such as veterans and military families, people with a history of trauma, members of 

racial/ethnic groups, LGBT populations, and families/significant others?  

The DSAMH is just developing PSS services and training, and will work to train PSS to be culturally 

competent, trauma informed, and able to provide gender specific services. However, the actual provision of 

those services will be provided by the Local Authorities who are best able to target limited resources to the 

needs of their area.  MH PSS training has been made available to the Veterans Administration, the Navaho 

Tribe, and to all of the local authorities.   

6. Does the state provide or support training for the professional workforce on recovery principles and 

recovery-oriented practice and systems, including the role of peer providers in the continuum of services? 

Yes, the DSAMH provides training to the local mental health authorities and other community partners and 

stakeholders on recovery principles and recovery-oriented practice systems.  The DSAMH provided training 

to the VA, the Navaho Tribe, and to all local authorities for mental health PSS.    

7. Does the state have an accreditation program, certification program, or standards for peer-run 

services? 

Yes, the Utah Division of Substance Abuse and Mental Health (DSAMH) is incorporating the concepts of 

Recovery into both mental health (MH) and substance use disorder (SUD) services for the past four years.  In 

2011 Peer Support Specialists (PSS) services were added to the State Medicaid Plan and the DSAMH began 

conducting quarterly MH PSS trainings.  In 2012, House Bill 496 was passed, which gave the DSAMH the 

authority to develop rules for a SUD Peer Support Specialist.  That rule has been developed (R523-2) and can 

be found at:  http://www.rules.utah.gov/publicat/code/r523/r523-002.htm 

8. Describe your state's exemplary activities or initiatives related to recovery support services that go 

beyond what is required by the Block Grant application and that advance the state-of-the-art in recovery-

oriented practice, services, and systems. Examples include: efforts to conduct empirical research on 

recovery supports/services, identification and dissemination of best practices in recovery 

supports/services, other innovative and exemplary activities that support the implementation of 

recovery-oriented approaches, and services within the state's behavioral health system. 

http://www.rules.utah.gov/publicat/code/r523/r523-002.htm


DSAMH established a Recovery Oriented System of Care Workgroup in 2009 that has continued its work 

through the present.  While it was solely a SUD focused project at the beginning, it has morphed into a 

combined SUD and MH workgroup that meets under the auspices of the Utah Behavioral Health Care 

Clinical committee prior to its monthly meetings.  This workgroup has focused its efforts on a cultural 

shift from an acute care model to a chronic model with a broad spectrum of prevention and treatment 

interventions.  This workgroup has led to the development of similar workgroups of Finance Managers 

and Data Managers.  Some of the accomplishments of the workgroup have been: 

1. Encouragement and support of pilot projects using a limited treatment identifier in the SAMHIS 

data system enabling agencies to discharge a client in TEDS but continue to provide Recovery 

Support Services after the acute treatment episode.   

2. Use of the same identifier to track clients who receive specific indicated prevention 

interventions to track their progress in the system.  

3. Use of case managers to maintain liaison with clients post discharge.  

4. Intensive efforts to disseminate creative approaches to person centered care and ROSC during 

the annual Fall substance Abuse Conference.  

5. Revision of the initial intake, assessment, treatment planning, and treatment processes focused 

on person centered care rather than program centered care.  This has culminated in the revision 

of the DSAMH SUD Practice Guidelines.   

 

Involvement of Individuals and Families 

Recovery is based on the involvement of consumers/peers and their family members. States must work to 

support and help strengthen existing consumer, family, and youth networks; recovery organizations; and 

community peer support and advocacy organizations in expanding self-advocacy, self-help programs, 

support networks, and recovery support services. There are many activities that SMHAs and SSAs can 

undertake to engage these individuals and families. In the space below, states should describe their 

efforts to actively engage individuals and families in developing, implementing and monitoring the state 

mental health and substance abuse treatment system.  

1. How are individuals in recovery and family members utilized in the planning, delivery, and evaluation of 

behavioral health services?  



The Utah Division of Substance Abuse and Mental Health (DSAMH) reviews each of the Local Authorities 

annual Area Plans to ensure they are compliant with the requirement they include family members and 

individuals in recovery and the degree to which they include family members in the treatment process.   

DSAMH relies heavily on input from the main Recovery Organizations in the State, NAMI-Utah and USARA, in 

planning for and providing these services.  Additionally, a Division Consumer Advocate Specialist in Recovery 

serves as an invaluable resource to family members.  Finally, the DSAMH supports and funds a Family 

Resource Facilitator for each Local Authority.  This individual is an invaluable asset to the family and provides 

assistance to accessing services.  

2. Does the state sponsor meetings or other opportunities that specifically identify individuals' and family 

members' issues and needs regarding the behavioral health service system and develop a process for 

addressing these concerns? 

The DSAMH has had a contract with USARA for the past five years to provide support for individuals and 

family members in recovery from Substance Use Disorders.  Additionally, the Division is expanding its Health 

Care Advisory Council from solely a Mental Health Care Council to a combined Mental Health and Substance 

Use Disorder council, which meets monthly.   

3. How are individuals and family members presented with opportunities to proactively engage the 

behavioral health service delivery system; participate in treatment and recovery planning, shared decision 

making; and direct their ongoing care and support?  

Local Authorities are required to have their area plans reviewed by their county governments and many are 

required to hold public hearings on their area plans. The DSAMH does not solicit public input on state wide 

programs and initiatives, the decentralized nature of planning for services mandated by state statue and 

rule means there are differences among the Local Authorities based on population, level of involvement and 

county priorities.  The DSAM requires that each Local Authority include projected Recovery Support Services 

in their Area Plans.   

4. How does the state support and help strengthen and expand recovery organizations, family peer 

advocacy, self-help programs, support networks, and recovery-oriented services? 

The DSAMH is very supportive of those activities.  Along with previously discussed contracts and 

involvement, DSAMH has funded Family Resource Facilitators for each Local Authority, and involves them in 

planning and assistance visits, as well as in planning for services.   



Housing 

1. What are your state's plans to address housing needs of persons served so that they are not served in 

settings more restrictive than necessary? 

DSAMH  is  supportive  of  each  Local  Authority’s  efforts  in  this  area.    Salt  Lake  Weber  and  Davis  Counties have 

significant homeless populations and have significantly expanded their efforts to provide supportive housing 

and develop transitional housing programs for this population.  In more rural areas like Central Utah, efforts 

are more individualized and isolated.  The DSAMH is involved in several supportive housing initiatives and 

chairs  a  sober  housing  committee  which  is  part  of  the  Utah  Substance  Use  Advisory  Council’s  Behavioral  

Health Care Workgroup.  This multi-agency committee is working with local governments and state agencies 

to develop rules and standards for supportive recovery housing.   

2. What are your state's plans to address housing needs of persons served so that they are more 

appropriately incorporated into a supportive community? 

See Above.   

  



N.1. Evidence Based Prevention and Treatment Approaches for the SABG 

As specified in 45 C.F.R. §96.125(b), states shall use a variety of evidence-based programs, policies, and 

practices to develop prevention, including primary prevention strategies (45 CFR §96.125). Strategies 

should be consistent with the IOM Report on Preventing Mental Emotional and Behavioral Disorders, the 

Surgeon General's Call to Action to Prevent and Reduce Underage Drinking, the NREPP or other materials 

documenting their effectiveness. While primary prevention set-aside funds must be used to fund 

strategies that have a positive impact on the prevention of substance use, it is important to note that 

many evidence-based substance abuse prevention strategies also have a positive impact on other health 

and social outcomes such as education, juvenile justice involvement, violence prevention, and mental 

health. 

The SABG statute directs states to implement strategies including : (1) information dissemination: 

providing awareness and knowledge of the nature, extent, and effects of alcohol, tobacco, and drug use, 

abuse, and addiction on individuals families and communities; (2) education aimed at affecting critical life 

and social skills, such as decision making, refusal skills, critical analysis, and systematic judgment abilities; 

(3) alternative programs that provide for the participation of target populations in activities that exclude 

alcohol, tobacco, and other drug use; (4) problem identification and referral that aims at identification of 

those who have indulged in illegal/age inappropriate use of tobacco or alcohol, and those individuals who 

have indulged in first use of illicit drugs, in order to assess if the behavior can be reversed by education to 

prevent further use; (5) community-based processes that include organizing, planning, and enhancing 

effectiveness of program, policy, and practice implementation, interagency collaboration, coalition 

building, and networking; and (6) environmental strategies that establish or change written and unwritten 

community standards, codes, and attitudes, thereby influencing incidence and prevalence of the abuse of 

alcohol, tobacco and other drugs used in the general population. In implementing the comprehensive 

primary prevention program, states should use a variety of strategies that target populations with 

different levels of risk, including the IOM classified universal, selective, and indicated strategies. 

States should provide responses to the following questions: 

1. How did the state use data on substance use consumption patterns, consequences of use, and risk and 

protective factors to identify the types of primary prevention services that are needed (e.g., education 

programs to address low perceived risk of harm from marijuana use, technical assistance to communities 



to maximize and increase enforcement of alcohol access laws to address easy access to alcohol through 

retail sources)?  

All programs are categorized within an IOM and CSAP 6 and tracked in our data tracking system to collect 

process data for reporting each fiscal year. Minimum Data Set (MDS) is federally mandated tracking system 

designed by CSAP and managed by DCAR and used to identify specific prevention services that has been 

rendered to the clients. The system is designed to record state data for each service and archived for 

reporting. MDS is designed to log the demographics, description of service and sessions of the Single or 

Recurring reported services. Reports for the programs can track how often the programs are delivered and 

to what population. MDS helps our state to maintain records of services to evaluate the effectiveness of 

services including the frequency, intensity, and duration of the used to identify specific prevention services 

that has been rendered to the clients. The system is designed to record state data for each service and 

archived for reporting. MDS is designed to log the demographics, description of service and sessions of the 

Single or Recurring reported services. Reports for the programs can track how often the programs are 

delivered and to what population. MDS helps our state to maintain records of services to evaluate the 

effectiveness of services including the frequency, intensity, and duration of the program, policy or practice. 

MDS also allows our state to effectively track our programs within the six CSAP strategies for primary 

prevention regarding, Information Dissemination, Education, Alternatives, Problem Identification and 

Referral, Community Based Process, Environmental for individuals, schools, parents, and communities, so 

these target populations can receive an appropriate range and variety of prevention services that 

encompass both single and recurring services. 

Each Local Authority uses Strategic Prevention Framework (SPF) developed by the Substance Abuse Mental 

Health Services Administration (SAMHSA) to implement comprehensive community level prevention 

systems within their area. DSAMH encourages LSAA to utilize the Communities that Care model to meet this 

directive. Each LSAA then follows the SPF to plan and implement that process. 

1. Assess local prevention needs based on epidemiological data. This assessment shall include the most 

current Student Health and Risk Prevention Survey (SHARP) data. 

2. Build prevention capacity, including assurances that all prevention personnel are certified and 

trained for implementation and delivery for all required programs. 

3. Develop a strategic plan. 

4. Implement effective community prevention programs, policies and practices. 



5. Use logic models as the basis for evaluation plan and to demonstrate expected short and long term 

outcomes. 

6. Submit an annual report that summarizes performance of prevention programs policies and strategies 

based on the short and long term outcomes identified in the logic models. 

7. LSAA shall spend a minimum of 30% of SAPT Block Grant funds on prevention policies, programs, 

strategies, administration. 

Evidenced-Based Indicated Prevention 

A. Block grant funding will be used for, but not limited to the development, expansion or enhancement of 

prevention programs to help meet or maintain evidenced-based standards.   Programs, strategies and 

services listed on one of the following registries shall be considered eligible: 

 

1. Center for the Study and Prevention of Violence- Blueprints http://www.colorado.edu/cspv/blueprints/; 

2. U.S. Department of Justice Model Programs Guide http://www.ojjdp.gov/mpg/; 

3. Communities That Care Prevention Strategies Guide http://www.sdrg.org/ctcresource/ 

4. Programs determined by the Utah Evidence Based Workgroup to be Level III: Supported, Efficacious 

Practices, or Level IV: Well Supported- Effective Practices using the Program Assessment Rating Tool (PART) 

developed by the  Office of Child Abuse and Neglect (OCAN).  

5. National Registry of Evidence-Based Programs and Practices 

 http://www.nrepp.samhsa.gov/  (More attention will be given to those programs that have been verified 

through an evidenced process and can be validated through other sites) 

Allowable expenses will be limited to: 

1. Promotion of selected program(s) 

2. Evidence-based program (EBP) program training and certification  

3. Purchase of consumables and materials required to deliver EBP 

4. Implementation (Direct staff time devoted to preparation and delivery of EBP) 

5. Monitoring and evaluation 

6. Other expenses necessary to promote, implement, enhance or bring EBP to fidelity.  

 

http://www.colorado.edu/cspv/blueprints/
http://www.ojjdp.gov/mpg/
http://www.sdrg.org/ctcresource/
http://www.nrepp.samhsa.gov/


The Local Substance Abuse Authority agrees to the following: 

1. Implement services as described by EBP program curriculum 

2. Monitor implementation of program to ensure critical elements are delivered as described by 

program developer (fidelity) 

3. Collect process data and report on DSAMH approved data collection system (MDS) 

4. Administer approved pre-post matched surveys to participants. 

5. Provide matched Pre/Post tests to each program participant 

6. Ensure all services are delivered by individuals certified and/or licensed for the implemented 

program 

7. Ensure that providers are Substance Abuse Prevention Specialist Training certified 

2. What specific primary prevention programs, practices, and strategies does the state intend to fund with 

SABG prevention set-aside dollars, and why were these services selected? What methods were used to 

ensure that SABG dollars are used to purchase primary substance abuse prevention services not funded 

through other means?  

Prevention Dimensions, Implementation of Student Health and Risk Prevention Survey, (SHARP) and other 

data sources that provide data on targeted populations for adequate assessment of priorities and risks. 

SAPST and CTC training to ensure all prevention professionals are trained and use above mentioned process 

for demonstrating effective outcomes.  

3. How does the state intend to build the capacity of its prevention system, including the capacity of its 

prevention workforce?  

We will use a comprehensive strategy that involves the above-mentioned process from question one as well 

as coalition building and collaboration of resources where necessary. Each LSAA district will have at lest one 

coalition where staff and volunteers are representative of the needs and resources including DWS.  

4. What outcome data does the state intend to collect on its funded prevention strategies and how will 

these data be used to evaluate the state's prevention system? 

Each LSAA develops a strategic plan and implement effective community prevention programs, policies and 

practices. The basis for evaluation is the use of logic models to demonstrate expected short and long term 

outcomes. The LSAA will also submit an annual report that summarizes performance of prevention programs 



policies and strategies based on the short and long term outcomes identified in the logic models. The results 

of these data will then be reviewed, presented and discussed with each LSAA coordinator for changes to 

next  year’s  plan  as needed.  

5. How is the state's budget supportive of implementing the Strategic Prevention Framework?  

Budgets from each LSAA are submitted each year to match the allocation of funding from DSAMH. The 

details of these budgets categorize the programs, strategies and policies in the IOMs and CSAP 6 and then 

monitored throughout the state fiscal year as well as a formal annual audit. 

6. How much of the SABG prevention set-aside goes to the state, versus community organizations? (A 

community is a group of individuals who share common characteristics and/or interests.)  

The prevention total for FY13 was $3,220,663 or the total of 20% of the entire BG. $483,099 remained with 

DSAMH for administration, research-evaluation, training and collaboration while $2,737,564 was allocated 

to the 13 LSAA or communities to follow the above-mentioned process from question one. (The numbers for 

FY14 are not available at this time) 

7. How much of the prevention set-aside goes to evidence-based practices and environmental strategies? 

List each program.  

An estimated $362,324 is used on the following programs: Prevention Dimensions, a K-12 substance abuse 

prevention  program  that’s  implemented  state-wide, SHARP Survey, SAPST and CTC trainings.  

  



 

N.2. Evidence Based Prevention and Treatment Approaches for the MHBG (5 percent)  

States are being asked to utilize at least five percent of their MHBG funds to award competitive grants 

to implement the most effective evidence-based prevention and treatment approaches focusing on 

promotion, prevention and early intervention. States that receive two percent or more of the total FY 

2014 state allotment will be required to implement a competitive sub award process. States should 

describe how they intend to implement the competitive grants and/or sub award process. 

The Division of Substance Abuse and Mental Health (DASMH) created a competitive three year RFP with 

the vision of individuals, families and communities working together, using existing resources as well as 

additional skills to promote mental health and prevent mental illness.  The first year of the RFP is broken 

into two parts, with part one of RFP focused on keeping the traditional advocacy, support, wellness, 

education, and consultation services in place.   Part two of the RFP requires the recipient to complete a 

statewide needs assessment based on the Communities that Care model.  The assessment tools utilized 

are evidenced based models for prevention activities.    In year two, based on the outcomes of the needs 

assessment, the recipient would submit a plan for mental health promotion and mental illness 

prevention, including early intervention and suicide prevention.  A guiding principle of DASMH was not 

to create a new workforce; instead the contractor would be required to send funds through the local 

community substance abuse prevention coalitions.  In year three the plan would be implemented by the 

local substance abuse prevention coalitions with ongoing evaluations.     

  



O. Children and Adolescents Behavioral Health Services (Grant Guidance is in Blue) 

Since 1993, SAMHSA has funded the Children's Mental Health Initiative (CMHI) to build the system of care 

approach in states and communities around the country. This has been an ongoing program with over 160 

grants awarded to states and communities, and every state has received at least one CMHI grant. In 2011, 

SAMHSA awarded System of Care Expansion grants to 24 states to bring this approach to scale in states. In 

terms of adolescent substance abuse, in 2007, SAMHSA awarded State Substance Abuse Coordinator 

grants to 16 states to begin to build a state infrastructure for substance abuse treatment and recovery-

oriented systems of care for youth with substance use disorders. This work has continued with a focus on 

financing and workforce development to support a recovery-oriented system of care that incorporates 

established evidence-based treatment for youth with substance use disorders. 

SAMHSA expects that states will build on this well-documented, effective system of care approach to 

serving children and youth with behavioral health needs. Given the multi-system involvement of these 

children and youth, the system of care approach provides the infrastructure to improve care coordination 

and outcomes, manage costs and better invest resources. The array of services and supports in the system 

of care approach includes non-residential services, like wraparound service planning, intensive care 

management, outpatient therapy, intensive home-based services, substance abuse intensive outpatient 

services, continuing care, and mobile crisis response; supportive services, like peer youth support, family 

peer support, respite services, mental health consultation, and supported education and employment; 

and residential services, like therapeutic foster care, crisis stabilization services, and inpatient medical 

detoxification. 

Utah is in a very good position to expand System of Care statewide for children and youth from birth to age 

21 and their families, regardless of their insurance coverage. This level of readiness is based on previous and 

current efforts in service delivery and infrastructure development: 

a. System of Care Expansion and Planning Grant, 2012 – Present (SAMHSA funding): DSAMH collaborates 

with the Division of Child and Family Services (DCFS), Division of Juvenile Justice Services (DJJS), and Division 

of Services for People with Disabilities (DSPD) to develop a comprehensive statewide strategic plan to 

improve and expand services using a system of care approach for children and youth from birth to 21 years 

of age who have, or are at risk of developing, serious mental health conditions. The comprehensive strategic 

plan will address the issues of: 



i. Policy, Administrative and Regulatory Changes 

ii. Developing Services and Supports based on System of Care Philosophy and Approach 

iii. Financing 

iv. Workforce Training, Technical Assistance and Coaching 

v. Generating Support and Advocacy to Drive Implementation 

vi. Social Marketing, and  

vii. Cultural Competency 

b. Statewide Family Resource Facilitation, 2007 – present: Family Resource Facilitators (FRF) are family 

members trained to provide resource facilitation and family to family support services. FRFs receive 

additional training, supervision, and mentoring to become wraparound Facilitators so they may facilitate 

wraparound services to children and youth with complex needs. 

 

Through the braiding of state funding and Block Grant, there are currently 42 Family Resource Facilitators 

(FRF) throughout the state to provide family support services to children, youth, and families regardless of 

their insurance coverage. Within the public mental health and substance abuse system, these FRFs are 

stationed (or located) in every mental health/substance abuse provider agency. There are also FRFs 

stationed in the child welfare and juvenile justice systems. 

c. Healthy Transitions Initiative, 2009 – present (SAMHSA funding): This initiative provides services to 

support young people between the ages of 16 and 25 with serious mental health challenges to successfully 

transition into adulthood. It is implemented in two rural/frontier counties, each with two American Indian 

tribal governments within the catchment area. 

 

d. Child and Adolescent State Infrastructure Grant, 2004 – 2010 (SAMHSA funding): DSAMH engaged in 

statewide  strategic  planning,  including  the  seven  tribal  governments,  to  improve  the  state’s  infrastructure  in  

children’s  mental  health  and  substance  abuse  services.  It  focused  on  evidence-based practices (EBP), 

technology, cultural competency, and financing. Through this project, DSAMH implemented pilot projects 

integrating behavioral health services in school and primary care settings. 

 

e. Partnership for Youth Transition, 2002 – 2006 (SAMHSA-funding): This project uses the System of Care 

principles to develop a model to assist young people between the ages of 14 and 21 and with emotional and 



behavioral disorders to successfully transition into adulthood. It was implemented in four urban counties. 

 

f. Children’s  Mental  Health  Initiative,  1998 – 2005 (SAMHSA funding): This initiative provides wraparound 

services for children with serious mental health conditions and their families in six rural/frontier counties. 

Although the evaluation demonstrated improved outcomes for both the children and their families, the SOC 

services were not fully sustained after the grant fund ended. However, through this initiative, DSAMH 

learned valuable lessons in implementing SOC and the sustainability challenges. 

 

Through these projects, DSAMH built a strong foundation for statewide SOC expansion. DSAMH has also 

learned many lessons in evidence-based practices, consumer/family-driven and youth-guided approaches, 

cultural competency, financing and sustainability. DSAMH has always used lessons learned to improve 

subsequent projects. 

Please answer the following questions:  

1. How will the state establish and monitor a system of care approach to support the recovery and 

resilience of children and youth with mental and substance use disorders? 

The  Division’s  Children,  Youth  and  Families  team  (CYF)  helps  shape  the  system  of  care  through  policy  

development, technical assistance, monitoring and oversight. In 2014, CYF plans to enhance the support of 

recovery and resilience of children and youth with  mental  and  substance  use  disorders’ system of care 

approach through following action steps: 

a. Collaborate with the Divisions of Child and Family Services (DCFS), Juvenile Justice Services (DJJS) and 

Services for People with Disabilities (DSPD) to develop an integrated family and youth development plan 

across the four divisions. The plan will address issues of staff development and family and youth leadership 

training.  

 

b. Support  the  Utah  Family  Coalition’s  effort  to  expand  family  involvement  activities  to  child  welfare  and  

juvenile justice systems. Utah Family Coalition (UFC) is a network of family advocacy organizations that 

advance family-driven and youth-guided approaches. Members include Allies with Families (Utah chapter of 

the  Federation  of  Families  for  Children’s  Mental  Health),  National  Alliance  on  Mental  Illness  (NAMI)  – Utah 



Chapter, and New Frontiers for Families (a family advocacy organization for rural frontier communities). In 

2013, UFC intends to increase family and youth representation from the child welfare and juvenile justice 

systems to create a greater reach of family and youth network  to  advance  Utah’s  system  of  care  approach.  

DSAMH will support UFCs effort by involving DCFS and DJJS in discussion on family and youth development.  

 

c. Increase the number of Certified Family Resource Facilitators (FRFs).  FRFs are family members who are 

trained to provide resource facilitation and family to family support services to children, youth, and families 

regardless of insurance coverage. The certification process includes initial 40-hour training, certification 

exam, on-going training, and 152 hours supervised practicum. In FY 2012, there were 15 FRFs throughout 

the state who completed the supervised practicum. By June 30, 2014, the Division plans to have 40 FRFs 

complete the supervised practicum. 

 

d. Increase the number of Certified Wraparound Facilitators throughout the state to provide wraparound 

facilitation services to children, youth, and families regardless of insurance coverage. Certified FRFs receive 

additional 152 hours supervised practicum in wraparound facilitation to become Certified Wraparound 

Facilitators. In FY 2013, there are seventeen (17) Certified Wraparound Facilitators. By June 30, 2014, the 

Division plans to increase that number to 25. 

 

e. Develop a Youth-in-Transition Certified Peer Support Specialist (CPSS) program: The Division is 

collaborating with the CPSS program to develop a supplemental training and supervision curriculum to 

support: i) young adults to become a CPSS, and ii) CPSS to develop the knowledge and skills to work with 

youth in transition age (15 to 26-years-old). In 2014, the Youth-in-Transition CPSS program will be piloted at 

a mental health/substance abuse center. 

  



2. What guidelines have and/or will the state establish for individualized care planning for children/youth 

with mental, substance use and co-occurring disorders? 

In FY 2013, there are several division directives that all contract providers have to adhere to: i) Strength-

Based Assessment, ii) Person-Centered Recovery Plan, and iii) Holistic Approach to Wellness.  Some key 

elements of these directives are: 

The Strength-Based Assessment: 

a. Will be an ongoing process with focus on the Initial Engagement and Ongoing Assessment. 

b. The Initial Engagement:  

1. Focuses on the immediate/pertinent needs of the client. 

2. Establishes rapport between the client and the clinician. 

3. Provides relief, clarity, answers, and/or hope for the client.   

4. Allows for clinicians to check on client needs and if they are being met. 

5. Documents relevant information in an organized way. 

6. Allows clinicians to make recommendations and negotiate with and respect the client.  

c. The Ongoing Assessment: 

1. Keeps  information  current  through  clinician’s  ability  to  continue  to  gather  new  and  relevant  

information. 

2. Includes an ongoing focus on strengths and supports that aid the client in their recovery. 

3. Addresses motivating factors and how they impact the client.  

4. Is organized coherently and available in a readable, printable format. 

 

The Person-Centered Recovery Plan: 

a. Contains identifying information, diagnosis, and formulation 

b. Documents treatment goals stated in the own words of the family and child and youth, when age and 

developmentally appropriate. 

c. Contains a safety/crisis plan for child/youth and family when clinically indicated. 

d. Identifies barriers to the achievement of goals. 

e. Identifies anticipated transition/discharge criteria. 

f. Provides copy of the plan to the child/youth and family. 



g. Incorporates evaluation data (OQ or YOQ) into the decision-making process that either supports the 

current direction of the treatment plan or that suggest a change in direction, excluding children age five and 

under. 

 

The Holistic Approach to Wellness: 

a. Monitors basic physical health conditions (weight and height) of the child/youth 

b. Provides training for staff in recognizing health issues 

c. Provides information to child/youth and family on physical health concerns and ways to improve their 

physical health 

d. Incorporates wellness into individual person-centered plans as needed 

e. Provide prevention, screening and treatment in context of better access to health care 

f. For child/youth who is on atypical medications: 

i. Monitoring of labs, AIMS and tracking of vitals. 

ii. Coordination/communication with prescribers. 

iii. Emphasize exercise along with healthy leisure and recreational activities in youth programming. 

DSAMH  plans  to  monitor  providers’ adherence to these directive through annual on-site visit that includes 

records review, family focus groups, and staff interviews. For providers who perform at an unsatisfactory 

level, technical assistance plans will be developed to outline improvement strategies and timeline. For 

providers consistently perform at an unsatisfactory level, corrective actions will be developed for immediate 

attention. 

3. How has the state established collaboration with other child- and youth-serving agencies in the state to 

address behavioral health needs (e.g., child welfare, juvenile justice, education, etc.)?  

Through the System of Care Expansion and Planning Grant, the Division established a SOC XP State Steering 

Committee to develop a comprehensive statewide strategic plan to improve and expand services using a 

system of care approach for children and youth from birth to 21 years of age who have, or are at risk of 

developing, serious mental health conditions. The State Steering Committee membership is diverse 

including public agencies, private organizations, community partners, advocates, and family and youth 

consumers.  

The Division of Child and Family Services (DCFS), Division of Juvenile Justice Services (DJJS), Division of 



Services for People with Disabilities (DSPD) actively participates on the Steering Committee to develop a 

strategic plan that addresses the issues of: 

a. Policy, Administrative and Regulatory Changes 

b. Developing Services and Supports based on System of Care Philosophy and Approach 

c. Financing – A finance map  outlining  the  four  divisions’  mental  health/substance  abuse  services  funding  

stream is developed. 

d. Workforce Training, Technical Assistance and Coaching 

e. Generating Support and Advocacy to Drive Implementation - DSAMH, DCFS, DJJS, and DSPD are in the 

process to develop an integrated family and youth development plan across the four divisions. 

f. Social Marketing, and  

g. Cultural Competency 

 

DSAMH collaborates with the Utah State Office of Education (USOE) on several projects to institutionalize 

school-based mental health programming through: 

a. Utilizing a Community of Practice model to improve the quality of school-based mental health programs, 

b. Developing outcome measures to assess the effectiveness of school-based mental health programs 

provided by Local Mental Health Authorities. 

 

By June 30, 2015, DSAMH plans to enhance the collaboration by: 

a. Developing interagency agreements and partnerships for coordination of services and financing, 

b. Identifying opportunities for long-term sustainable support of system of care infrastructure and 

approach, 

c. Utilizing outcome data and evidence of cost savings or avoidance to promote investment in the 

expansion of the System of Care framework, 

d. Identifying opportunities to inform state implementation of health care reform in support of System of 

Care principles and practices, and 

e. Supporting the UFC in statewide leadership training for youth and family members to strengthen their 

abilities to advocate for system change. 

 



4. How will the state provide training in evidence-based mental and substance abuse prevention, 

treatment and recovery services for children/adolescents and their families? 

Technical assistance is integrated into the annual monitoring site visits to local mental health and substance 

abuse centers. The Division works with each center to identify training subjects and consultants for the 

training. The Division co-sponsors  the  annual  Critical  Issues  Conference  (on  children’s  mental  health  issues)  

and Generations Conference (on adult mental health issues) and organizes the annual Fall Substance Abuse 

conference. Evidence-based practices are an integral part of these conferences. Family and youth are invited 

to speak at these conferences to provide their perspectives and lived experiences in recovery and resiliency. 

On June 20,  2013,  DSAMH  collaborated  with  DCFS  and  DJJS  to  organize  the  first  annual  “Transition  

Academy”  that  introduced  a  research-based transition facilitation model so the staff from the three divisions 

will provide transition services based on best-practice standards. The conference included presentations and 

discussions from individuals who have utilized the current services available and those who have expertise in 

various topics including housing, education, and community living skills.  

Utah Department of Human Services (DHS) is leading an effort to transform the Department into a trauma-

informed  organization.  In  January  2013,  DHS  Executive  Director’s  Office,  DSAMH,  DCFS,  DJJS,  and  DSPD  

received training from Dr. Stephanie Covington on trauma-informed care. By June 30, 2014, there will be a 

DHS plan to provide trauma-informed care by DHS staff and providers. By June 30, 2015, a series of training 

on evidence-based trauma-informed care will be provided to all staff and providers of DSAMH, DCFS, DJJS, 

and DSPD. In order to accomplish these goals, Dr. Covington recommended that each Division develops a 

“Guide  Team.”  Dr.  Covington  also  recommended  that  the  Executive  Director’s  Office  develops  a  Trauma-

Informed Care Committee with a representative from each of the Guide Teams.  

As part of the SOC XP strategic plan, DSAMH will collaborate with DCFS and DJJS to: a) identify relevant 

workforce training curricula offered by the three Divisions, b) conduct a review of existing curricula to 

identify sections reflecting information about children and youth with mental health needs, c) based on the 

findings, make recommendations to the three Divisions for possible adaptations to existing curricula to 

better align with System of Care principles and practices, and d) provide technical assistance in the 

adaptation of the training curricula and materials if requested. The three Divisions will also explore the 

feasibility to jointly develop a statewide training, technical assistance and coaching team/system that 

provides a unified approach to workforce development in evidence-based practices. 



5. How will the state monitor and track service utilization, costs and outcomes for children and youth with 

mental, substance use and co-occurring disorders? 

Currently, DSAMH has a Scorecard on each Local Mental Health and Substance Abuse Authority with data 

on: 

a. Number of children/youth served, 

b. Estimate of need at 300% poverty, 

c. # of SED served, 

d. # of unfunded children/youth served, 

e. # of children/youth served who are enrolled in school, 

f. # of children/youth served receiving juvenile justice services, 

g. Utilization of services, 

h. Time in mandated services, and 

i. Youth Outcome Questionnaire (YOQ) measures. 

 

The utilization of services include inpatient (state hospital inpatient and community inpatient), residential 

treatment, and outpatient services (medication management, psychosocial rehabilitation, targeted case 

management, respite care, peer and family support services, assessment, and treatment therapy, 

emergency, school-based services, and in-home services). 

  



P. Consultation with the Tribes  

SAMHSA is required by the 2009 Memorandum on Tribal Consultation to submit plans on how it will 

engage in regular and meaningful consultation and collaboration with tribal officials in the development 

of federal policies that have tribal implications. 

Consultation is an enhanced form of communication, which emphasizes trust, respect, and shared 

responsibility. It is an open and free exchange of information and opinions between parties, which leads 

to mutual understanding and comprehension. Consultation is integral to a deliberative process that 

results in effective collaboration and informed decision making with the ultimate goal of reaching 

consensus on issues. 

For the context of the Block Grants awarded to tribes, SAMHSA views consultation as a government-to-

government interaction and should be distinguished from input provided by individual tribal members or 

services provided for tribal members whether on or off tribal lands. Therefore, the interaction should be 

attended by elected officials of the tribe or their designees. SAMHSA is requesting that states provide a 

description of how they consulted with tribes in their state, which should indicate how concerns of the 

tribes were addressed in the State Block Grant plan(s). States shall not require any tribe to waive its 

sovereign immunity in order to receive funds or in order for services to be provided for tribal members on 

tribal lands. If a state does not have any federally-recognized tribal governments or tribal lands within its 

borders, the state should make a declarative statement to that effect. For states that are currently 

working with tribes, a description of these activities must be provided in the area below. States seeking 

technical assistance for conducting tribal consultation may contact the SAMHSA project officer prior to or 

during the Block Grant planning cycle. 

Utah is home to 5 federally recognized American Indian Tribes including the Ute, Navajo, Piute, Shoshone 

and  Goshute  people.    Our  state’s  cultural diversity continues to expand with minority populations increasing 

from  2  percent  to  20  percent  of  the  total  population  over  the  last  two  decades.    Additionally,  Utah’s  

Hispanic population continues to be the fastest growing community in the state. Compared to national 

averages, our population is younger and lives longer, has a higher birth rate, and currently Utah averages 

the highest number of persons per household.  Due to the expanse of rural and frontier regions throughout 

Utah, some counties have joined together to provide services for their residents.   Consequently, there are 

29 counties in Utah (including 19 rural classified counties), and 13 local behavioral health authorities.  By 



legislative intent, with the exception of the Utah State Hospital, no substance abuse or community mental 

health center is operated by the State; the state does not provide clinical care.    

 

Native American populations reside on tribal land throughout the state, primarily located in the 

Northeastern and Southeastern regions of the state. Federal, State, County and Native American 

jurisdictions are involved in providing services to this population.  Both of these areas are relatively remote 

with poor transportation and sparse populations, which further stretch resources.  The direct planning and 

provision of services is a responsibility of the Local Authorities in those areas, and the provision of services 

to Native American populations is a part of the annual contract review and audit.  Success in negotiating 

service  agreements  and  coordinating  services  is  often  an  issue  of  local  politics  and  personalities.    Utah’s  

Department of Human Services (DHS) has developed an intertribal council and signed a 

coordination/collaboration agreement with the various Native American tribal representatives supporting 

the need for planning and coordination at a state level.   

 

While as stated above, planning for and providing services is a responsibility of the local authorities, Utah 

Division of Substance Abuse and Mental Health (DSAMH) has taken an active role in working with the Native 

American tribal organizations.  This has included attendance at the quarterly DHS Intertribal Council and 

active discussions with the tribal authorities during the annual site visits to the local authorities.  During the 

past year this has included presentations to the DHS Intertribal Council about the structure of the Behavioral 

Health Care system, and how the system is funded and organized.  It included a discussion of the current 

statute and rules that guide the DSAMH in its operations.  It also included a presentation to the entire 

DSAMH staff on the Native American Population and tribal organizations in Utah.  There are ongoing efforts 

to include representatives from the tribal organizations on the Behavioral Health Consumer Advisory 

Council.   

  



Q. Data and Information Technology (Grant Guidance is in Blue) 

 

 In the FY 2012/2013 Block Grant application, SAMHSA asked each state to: 

 Describe its plan, process, and resources needed and timeline for developing the capacity to provide 

unique client-level data; 

 List and briefly describe all unique information technology systems maintained and/or utilized by the 

state agency; 

 Provide information regarding its current efforts to assist providers with developing and using EHRs; 

 Identify the barriers that the state would encounter when moving to an encounter/claims based 

approach to payment; and 

 Identify the specific technical assistance needs the state may have regarding data and information 

technology. 

Please provide an update of your progress since that time. 

There are no updates or further progress on these items from last year.   

  



R. Quality Improvement Plan  

In the FY 2012/2013 Block Grant application, SAMHSA asked states to base their administrative 

operations and service delivery on principles of Continuous Quality Improvement/Total Quality 

Management (CQI/TQM). These CQI processes should identify and track critical outcomes and 

performance measures, based on valid and reliable data, that will describe the health of the mental 

health and addiction systems. The CQI processes should continuously measure the effectiveness of 

services and supports and ensure that services, to the extent possible, continue reflect this evidence of 

effectiveness. The state's CQI process should also track programmatic improvements and garner and use 

stakeholder input, including individuals in recovery and their families. In addition, the CQI plan should 

include a description of the process for responding to emergencies, critical incidents, complaints and 

grievances. In an attachment, states must submit a CQI plan for FY 2014/2015. 

The Utah Division of Substance Abuse and Mental Health does not have a formal CQI plan.  While the 

DSAMH does not have a formal CQI/TQM plan, both CQI and TCM concepts  

are integral to the way that DSAMH measures performance of its Behavioral Health Care  

Providers and how we monitor contract compliance. The DSAMH collects and utilizes extensive data on the 

“health  of  the  mental  health  and  addictions  systems.”  Some  of  the  ways  we  use  this  are  described  below.   

 

The DSAMH uses a variety of scorecards measuring for all publicly funded behavioral health services. These 

documents allow the State to monitor and audit providers by tracing penetration rates, amounts of service, 

duration of services, trends, comparisons to other providers, etc. In the spirit of efficient and effective 

systems as defined in the good and modern guidance, Utah believes this scorecard an effective use of data. 

These scorecards compare the Local Authorities on their performance and are provided to the  

County governmental officials and are publicized on the DSAMH website. Targets for each performance 

indicator are published in the Division Directive and attainment of those targets is reviewed during each 

contract compliance review.  

Targets are based on meeting National norms, improvement on past performance, and/or reaching a set 

level of performance and maintaining that standard. The score cards are color coded for easy reading. They 

indicate successful achievement (green), improvement needed (yellow), or performance below the state  

standards (red). Copies of the Mental Health and Substance Abuse scorecards are attached.  

Additionally, Consumer Surveys are distributed each year and a consumer report card is also published, 

comparing the Local Authorities on their results. The reports are broken down by substance abuse and 



mental health, as well as by adult, youth and family satisfaction. These are also color coded for easy 

reference. A copy of the 2010 report is also attached.  

A major portion of the quality improvement process in Utah is based on the yearly contract monitoring 

audits that the DSAMH conducts with each Local Authority. These audit visits are a combination of audit, 

technical assistance, and performance review. These extensive reviews include on site visits, client 

interviews, extensive review of clinical charts and records, inspections of administrative and financial 

records, meeting with local stakeholders, comprehensive discussions with program managers and reviews of 

program schedules and policies, and discussions about progress towards meeting goals set out in the 

DSAMH Division Directives. A review of corrective actions taken since the last review is also an integral part 

of the process. At the conclusion of these 1 to 2 day visits, the Local Authority Directors are provided 

feedback in preparation of a formal written report that is sent to the County Government Representative for 

each Local Authority. As shown below, findings are graded as being Significant, Major, or Minor Findings. A  

draft copy of the agenda for the combined Substance Abuse and Mental Health site visit is also attached. An 

example of the monitoring checklist used to monitor the Substance Abuse Agencies is also attached.  

 

An  improvement  in  the  Division’s  monitoring  that  will be implemented in FY 12 is a quarterly review of SA 

and MH outcomes and data. Prior to FY 11, data was submitted only quarterly, and by the time it was 

entered, compiled and reviewed, it was of marginal usefulness. In FY 11 all data was required to be 

submitted monthly, and the review time was significantly reduced. Most data can be reviewed within 60 

days of the end of the quarter, and instead of reviewing data that was often close to a year old, the Division 

will be able to provide feedback to the Local Authorities throughout the year on their performance.  

 

Another new addition to the monitoring process will be the implementation of a Stakeholder survey prior to 

each site visit, with feedback provided to the agency during the visit. The survey will examine Stakeholders 

and Agency partners understanding of the services provided by the Local authorities, as well as an 

opportunity to provide feedback on the effectiveness and accessibility of the provided services. The initial 

year will be limited to agencies that the Local Authorities identify as stakeholders and partners, with future 

years expanding that list to additional community partners and consumers. 

  



S. Suicide Prevention  

In the FY 2012/2013 Block Grant application, SAMHSA asked states to: 

 Provide the most recent copy of your state's suicide prevention plan; or 

 Describe when your state will create or update your plan. 

States shall include a new plan as an attachment to the Block Grant Application(s) to provide a progress 

update since that time. Please follow the format outlined in the new SAMHSA document Guidance for 

State Suicide Prevention Leadership and Plans available on the SAMHSA website at here. 

In fall of 2011, the Utah Division of Substance Abuse and Mental Health (DSAMH) assisted in the formation 

of a Suicide Prevention Coalition that meets monthly. This group is a broad coalition that includes 

representatives  from  active  duty  Air  Force,  Army  and  Air  Force  National  Guard,  the  Veteran’s  

Administration, Community Coalitions and groups, State Agencies and Departments, County and City 

Governments and citizen representatives.  A copy of the most current Suicide Prevention Plan is attached.   

 

In March of 2013, the Utah State Legislature passed House Bill 154 which requires the Sate Board of 

Education to do the following:  

 

 designate a State Office of Education suicide prevention coordinator to oversee 

 school district and charter school youth suicide prevention programs; 

 

 establish model youth suicide prevention programs for school districts and 

 charter schools that include certain requirements; and 

 

 report the progress of implementation of programs related to youth suicide  

 prevention to the Legislature's Education Interim Committee; 

 

 requires school districts and charter schools to implement a youth suicide 

 prevention program for students in secondary grades; 

 

The bill additionally requires the Division of Substance Abuse and Mental Health to do the following:  

http://www.samhsa.gov/grants/blockGrant/docs/SAMHSA_State_Suicide_Prevention_Plans_Guide_Final.pdf


 

 designate a state suicide prevention coordinator 

 

 requires the state suicide prevention coordinator to: 

 coordinate suicide prevention programs and efforts statewide with multiple 

 entities, including the State Board of Education; and 

 report to the Legislature's Education Interim Committee, jointly with the State 

 Board of Education, on suicide prevention programs and coordination with the 

 State Board of Education; 

 

DSAMH  has  aggressively  promoted  the  use  of  Mental  Health  First  Aid,  SQPR  and  ASIST  across  the  state’s  

Behavioral Health system and has promoted education and training to improve awareness of the extent of 

suicide as a problem in Utah.  DSAMH has worked closely with the coalition to improve services to veterans 

and other high risk populations.   

 

DSAMH will continue to expand its training and education efforts across the state system and is working on 

initiatives that can better identify high risk populations and develop ways to better identify individuals at 

risk  of  self  harm  and  the  system’s  ability  to  respond  to  those  threats.     

  



T. Use of Technology  

In the FY 2012/2013 Block Grant application, SAMHSA asked states to describe: 

 What strategies the state has deployed to support recovery in ways that leverage ICT; 

 What specific application of ICTs the State BG Plans to promote over the next two years; 

 What incentives the state is planning to put in place to encourage their use; 

 What support system the State BG Plans to provide to encourage their use; 

 Whether there are barriers to implementing these strategies and how the State BG Plans to address 

them; 

 How the State BG Plans to work with organizations such as FQHCs, hospitals, community-based 

organizations, and other local service providers to identify ways ICTs can support the integration of 

mental health services and addiction treatment with primary care and emergency medicine; 

 How the state will use ICTs for collecting data for program evaluation at both the client and provider 

levels; and 

 What measures and data collection the state will promote to evaluate use and effectiveness of such 

ICTs. 

States must provide an update of any progress since that time. 

Effective 1 July 2013, all of the Local Substance Abuse Authorities will be using an electronic health record.  

The decision by the Local Authority providing Substance Use Disorder services to Cache, Rich and Box Elder 

Counties to convert from paper charts to an electronic Health Care Record completes the process for all SUD 

and  MH  authorities  in  the  State.    All  of  the  Local  Authorities  have  been  providing  data  to  DSAMH’s  SAMHIS  

system, but this will improve the ability to track data across the state.   

 

As of July 1, 2012, all Local Authority providers are required to collect and submit to DSAMH the approved 

EBPs being utilized in treatment at the client level. The approved list is attached.   

EBPs are to be included (listed) in the treatment plan for clients and reported to DSAMH throughout the 

treatment episode.   

 



It is our intent to use this information for program and outcome evaluation. The measures looked at can be 

broad to include successful completion of treatment (discharge), GAF scores, OQ scores, intensity of 

services, retention (clients who remain engaged versus clients who do not return), etc. In other words EBPs 

used can be correlated with all other data collection elements for evaluation. 

 

 

  



U. Technical Assistance Needs  

States shall describe the data and technical assistance needs identified during the process of 

developing this plan that will facilitate the implementation of the proposed plan. The technical 

assistance needs identified may include the needs of the state, providers, other systems, persons 

receiving services, persons in recovery, or their families. Technical assistance includes, but is not 

limited to, assistance with assessing needs; capacity building at the state, community and provider 

level; planning; implementation of programs, policies, practices, services, and/or activities; evaluation 

of programs, policies, practices, services, and/or activities; cultural competence and sensitivity 

including how to consult with tribes; and sustainability, especially in the area of sustaining positive 

outcomes. The state should indicate what efforts have been or are being undertaken to address or 

find resources to address these needs, and what data or technical assistance needs will remain 

unaddressed without additional action steps or resources. 

1. What areas of technical assistance is the state currently receiving?  

The Utah Division of Substance Abuse and Mental Health (DSAMH) is currently receiving technical 

assistance with the Community Advisory Council.  

2. What are the sources of technical assistance? 

The DSAMH is receiving technical assistance with the Community Advisory Council from SAMHSA.  

3. What technical assistance is most needed by state staff? 

Technical assistance areas most needed by the DSAMH are around implementation of the Affordable 

Care Act, implementation of federal Mental Health Parity requirements, and with recovery support 

services.  

4. What technical assistance is most needed by behavioral health providers? 

Technical assistance areas most needed by behavioral health providers in Utah include implementation 

of the Affordable Care Act, billing and contracting with third party payers, implementation of federal 

Mental Health Parity requirements, and with recovery support services.  



III: Use of  Block Grant  Dollars for Block Grant  Act ivit ies

Table 2 State Agency Planned Expenditures [MH]

Planning Period - From 07/01/2013 to 06/30/2015 

Act ivity 
(See inst ruct ions for using 

Row 1.) 

A. 
Substance 

Abuse Block 
Grant  

B. Mental 
Health 

Block Grant  

C. Medicaid 
(Federal, 

State, and 
Local) 

D. Other 
Federal 

Funds (e.g., 
ACF (TANF), 
CDC, CMS 
(Medicare) 
SAMHSA, 

etc.) 

E. State 
Funds 

F. Local 
Funds 

(excluding 
local 

Medicaid) 

G. Other 

1. Substance Abuse Prevention* 
and Treatment 

a. Pregnant Women and 
Women with Dependent 
Children* 

b. All Other 

2. Substance Abuse Primary 
Prevention 

3. Tuberculosis Services 

4. HIV Early Intervention 
Services 

5. State Hospital $  $  $  $  $  

6. Other 24 Hour Care $  $  $ 1,715,749  $  $ 4,055,935  $  

7. Ambulatory/Community Non
-24 Hour Care $ 333,607  $  $ 954,634  $  $ 4,165,933  $  

8. Mental Health Primary 
Prevention $ 37,954  $  $  $  $  $  

9. Mental Health Evidenced-
based Prevention and 
Treatment (5% of total award) 

$ 225,000  $  $  $  $  $  

10. Administrat ion (Excluding 
Program and Provider Level) $ 156,441  $  $  $  $  $  

11. Total $ $753,002 $ $2,670,383 $ $8,221,868 $ 

* Prevention other than primary prevention

Footnotes:

Utah Page 1 of 1



III: Use of  Block Grant  Dollars for Block Grant  Act ivit ies

Table 2 State Agency Planned Expenditures [SA]

Planning Period - From 07/01/2013 to 06/30/2015 

Act ivity 
(See inst ruct ions for using 

Row 1.) 

A. 
Substance 

Abuse Block 
Grant  

B. Mental 
Health 

Block Grant  

C. Medicaid 
(Federal, 

State, and 
Local) 

D. Other 
Federal 

Funds (e.g., 
ACF (TANF), 
CDC, CMS 
(Medicare) 
SAMHSA, 

etc.) 

E. State 
Funds 

F. Local 
Funds 

(excluding 
local 

Medicaid) 

G. Other 

1. Substance Abuse Prevention* 
and Treatment 

$11,273,631 $ $6,820,922 $10,711,816 $6,105,593 $6,484,019 

a. Pregnant Women and 
Women with Dependent 
Children* 

$ 2,448,936  $  $ 702,668  $ 1,195,140  $ 315,879  $ 930,865  

b. All Other $ 8,824,695  $  $ 6,118,254  $ 9,516,676  $ 5,789,714  $ 5,553,154  

2. Substance Abuse Primary 
Prevention $ 4,023,837  $  $ 79,000  $ 80,441  $ 564,759  $ 709,601  

3. Tuberculosis Services $  $  $  $ 366,089  $  $  

4. HIV Early Intervention 
Services $  $  $  $  $  $  

5. State Hospital 

6. Other 24 Hour Care 

7. Ambulatory/Community Non
-24 Hour Care 

8. Mental Health Primary 
Prevention 

9. Mental Health Evidenced-
based Prevention and 
Treatment (5% of total award) 

10. Administrat ion (Excluding 
Program and Provider Level) $ 805,130  $  $  $  $  $  

11. Total $16,102,598 $ $ $6,899,922 $11,158,346 $6,670,352 $7,193,620 

* Prevention other than primary prevention

Footnotes:
The above are a forecast of the SA expenditures for SFY2014. At the current t ime, we do not anticipate any major changes during SFY2015. 
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III: Use of  Block Grant  Dollars for Block Grant  Act ivit ies

Table 4 SABG Planned Expenditures

Planning Period - From 10/01/2013 to 09/30/2015 

Expenditure Category FY 2014 SA Block Grant  Award FY 2015 SA Block Grant  Award 

1 . Substance Abuse Prevention* and 
Treatment 

$ 11,273,631  

2 . Substance Abuse Primary Prevention $ 4,023,837  

3 . Tuberculosis Services $  

4 . HIV Early Intervention Services** $  

5 . Administration (SSA Level Only) $ 805,130  

6. Total $16,102,598 

* Prevention other than primary prevention
** HIV Early Intervention Services

Footnotes:
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III: Use of  Block Grant  Dollars for Block Grant  Act ivit ies

Table 5a SABG Primary Prevent ion Planned Expenditures

Planning Period - From 10/01/2013 to 09/30/2015 

Strategy IOM Target  FY 2014 FY 2015 

SA Block Grant  Award SA Block Grant  Award 

Information Dissemination 

Universal $  

Selective $  

Indicated $  

Unspecified $ 460,956  

Total $460,956 

Educat ion 

Universal $  

Selective $  

Indicated $  

Unspecified $ 2,400,689  

Total $2,400,689 

Alternatives 

Universal $  

Selective $  

Indicated $  

Unspecified $ 205,253  

Total $205,253 

Problem Identificat ion and 
Referral 

Universal $  

Selective $  

Indicated $  

Unspecified $ 361,344  
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Total $361,344 

Community-Based Process 

Universal $  

Selective $  

Indicated $  

Unspecified $ 432,051  

Total $432,051 

Environmental 

Universal $  

Selective $  

Indicated $  

Unspecified $ 163,544  

Total $163,544 

Section 1926 Tobacco 

Universal $  

Selective $  

Indicated $  

Unspecified $  

Total $ 

Other 

Universal $  

Selective $  

Indicated $  

Unspecified $  

Total $ 

Total Prevent ion 
Expenditures $4,023,837 

Total SABG Award $ 

Planned Primary 
Prevent ion Percentage 
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Footnotes:
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III: Use of  Block Grant  Dollars for Block Grant  Act ivit ies

Table 5b SABG Primary Prevent ion Planned Expenditures

Planning Period - From 10/01/2013 to 09/30/2015 

Act ivity FY 2014 SA Block Grant  Award FY 2015 SA Block Grant  Award 

Universal Direct $ 1,071,877  

Universal Indirect $ 513,345  

Selective $ 1,684,871  

Indicated $ 753,744  

Column Total $4,023,837 

Total SABG Award $ 

Planned Primary Prevent ion 
Percentage 

Footnotes:
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III: Use of  Block Grant  Dollars for Block Grant  Act ivit ies

Table 6a SABG Resource Development  Act ivit ies Planned Expenditures

Planning Period - From 10/01/2013 to 09/30/2015 

Act ivity FY 2014 SA Block Grant  Award FY 2015 SA Block Grant  Award 

Prevent ion Treatment  Combined Total Prevent ion Treatment  Combined Total 

1. Planning, Coordinat ion and 
Needs Assessment $ 40,088  $  $  $40,088 

2. Quality Assurance $  $  $  $ 

3. Training (Post-Employment) $ 124,025  $ 63,000  $  $187,025 

4. Education (Pre-Employment) $  $ 15,000  $  $15,000 

5. Program Development $  $ 66,022  $  $66,022 

6. Research and Evaluat ion $  $  $  $ 

7. Information Systems $  $  $  $ 

8. Enrollment and Provider 
Business Practices (3 percent of BG 
award) 

$  $  $  $ 

9. Total $164,113 $144,022 $ $308,135 
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Footnotes:
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III: Use of  Block Grant  Dollars for Block Grant  Act ivit ies

Table 6b MHBG Non-Direct  Service Act ivit ies Planned Expenditures

Planning Period - From 07/01/2013 to 06/30/2014 

Service Block Grant  

MHA Technical Assistance Activit ies 
$  

MHA Planning Council Activit ies 
$ 5,000  

MHA Administration 
$ 222,950  

MHA Data Collection/Report ing 
$ 170,000  

Enrollment and Provider Business Practices (3 percent of total award) 
$  

MHA Activit ies Other Than Those Above 
$  

Total Non-Direct Services 
$397950

Comments on Data:

Footnotes:
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